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Congenital Syphilis is the term commonly used 
to denote syphilis in the new-born. The term 
Prenatal Syphilis is better, perhaps, because 
the word Congenital denotes infection of the 
fetus in its passage through the birth canal. 
It is that form of infection which takes place 
through the placenta and the maternal and fetal 
blood streams, not the rarely acquired infec- 
tion from the birth canal, which is considered 
herein. 

The purpose of this paper is to simplify the 
diagnosis and treatment of prenatal syphilis 
in order that more cases may be discovered and 
proper treatment instituted in these cases. 

Prenatal syphilis is a major public health 
problem in that it plays an important part in 
maintaining a high infant mortality and in 
the fact that prenatal syphilis is largely a pre- 
ventable disease. Jeans and Cooke (1) esti- 
mated that 2.89% of the babies born in St. 
Louis had prenatal syphilis. The highest in- 
cidence is in the negro race. Waring (2) in 
1930 found that approximately two per cent 
of the white and thirty per cent of the colored 
children admitted to the Pediatric wards of 
Roper Hospital, Charleston, S. C., were 
syphilitic. Jeans estimated that fetal death was 
at least twice as frequent in syphilitic as in 
non-syphilitic families. According to Cole (3) 
the infant mortality is probably twenty per 
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cent to thirty per cent, in spite of the great 
advancement in the treatment of syphilis. 


ETIOLOGY AND TRANSMISSION 


The disease is caused by the Treponema 
pallidum. The spirochetes are conducted by 
way of the blood stream to the maternal side 
of the placenta where syphilitic endarteritis 
occurs. Further extension to the fetal circula- 
tion via the venous cord blood and cord peri- 
vascular lymphatics takes place, and then 
throughout the fetal tissues. The disease is 
transmitted to the fetus around or after the 
fifth month. Naturally with the infection of 
the mother during the later months of preg- 
nancy, the infection of the fetus would be cor- 
respondingly late, and, if late enough, symp- 
toms in the child may not show up until several 
weeks after birth. 


Not every syphilitic mother will transmit 
the disease to her offspring and there will be 
progressively less chance of transmission as 
the disease in the mother gets older. The usual 
sequence of events is that of a syphilitic mother 
who has several successive miscarriages fol- 
lowed by a syphilitic stillbirth, and then by a 
living syphilitic child. Even later she may give 
birth to a healthy, non-syphilitic child which 
in turn may be followed by a syphilitic baby. 
This birth of a syphilitic child after a non- 
syphilitic one from a luetic mother is explained 
by the fact that in every syphilitic mother 
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‘here are intermittent showers of spirochetes 
into her blood stream as the infection ages. 
It is at such times that the infection would 
take place if the woman were pregnant. 

Recause of this occasional shower of 
spirochetes into the blood stream of a syphilitic 
woman, it should be a hard and fast rule that 
every syphilitic woman should be treated 
throughout every pregnancy regardless of the 
age of the infection or the amount of previous 
therapy. Statistics of the “Cooperative Clini- 
cal Studies in the Treatment of Syphilis’ show 
that untreated syphilitic mothers will bear only 
1667 of non-syphilitic children, whereas if the 
mother receives at least ten arsenical and ten 
heavy metal injections begun before the fifth 
month of pregnancy, ninety-one per cent will 
bear healthy, non-syphilitic children. Is_ this 
not incentive enough to stir the clinician to 
activity ? 

The possibility of transmission of syphilis 
to the third generation is a question that has not 
been definitely decided. Most writers advance 
the opinion that it is possible but highly im- 
probable. Certainly it is highly improbable 
that a man with prenatal syphilis could trans- 
mit the disease to his wife or to the next genera- 
tion. The problem arises with the woman who 
has prenatal syphilis. Ordinarily such a person 
has no organisms in her blood stream. The 
long period of time from birth to womanhood 
has changed the spirochete to an organism of 
low vitality and activity, and it will be observed 
only sparingly in the lymph nodes and bone- 
marrow. There is, thus, only a small chance 
that the disease might be transmitted to the 
third generation. Nabarro (4) however, in 
1933, presented case histories of sixteen fami- 
lies with undoubted syphilis in three genera- 
tions, two in which both parents suffered from 
prenatal syphilis. 


PATHOLOGY 


Prenatal syphilis has practically the same 
pathology as acquired syphilis except there 
is no demonstrable primary lesion. The morbid 
changes are due to a perivasculitis characteriz- 
ed by perivascular round-cell infiltration and 
subsequent fibrosis. The placenta is usually 
larger and paler than usual and has thickened, 
rather avascular villi, The vessels show a 
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marked end-arteritis microscopically and 
spirochetes are abundant. At autopsy of the 
child the spirochetes are observed in large 
numbers in the liver, spleen, kidneys, thymus, 
adrenals, heart muscle, bone-marrow and 
testes. Diffuse fibrosis is seen in the various 
organs. Fibrosis of the interstitial tissues of 
the lungs causes a patchy consolidation. There 
is a retardation of the development of the liver 
and there may be areas resembling gummas and 
a pericellular cirrhosis may be seen. The liver 
may or may not be enlarged. There are fatty 
changes and perivascular infiltration the 
heart muscle. There are extensive endarteritis 
and periarteritis. There is extensive osteo- 
chondritis of the long bones. The line of os- 
sification at the end of the bones, instead of 
being a thin, regular, pearly gray line, is an 
irregular, thickened, zig-zag yellowish band. 
Periostitis and diffuse osteitis may occur. Later 
in life gummatous changes may be found in 
the various organs. Involvement of the Cen- 
tral Nervous System consists of vascular 
disease with meningo-arteritis and encephalitis. 
Parenchymatous changes are associated with 
juvenile dementia paralytica. 


SYMPTOMATOLOGY 


The symptoms of prenatal syphilis may be 
considered conveniently under three large 
divisions, one of which, however, may merge 
with another. 

Into the first division falls fetal syphilis and 
syphilis of the new-born. The clinical picture 
of fetal syphilis is the expulsion of a macerated 
fetus sometime after the fifth month. Char- 
acteristic of syphilis of the new-born is a bullous 
eruption called Pemphigus Neonatorum Syphi- 
liticum. It is generalized in distribution, but 
there is usually more involvement in the palms 
and soles. Whenever lesions are present at 
birth the infection is usually severe, and the 
prognosis is correspondingly poor. 

Infantile syphilis is the term given to that 
form of the disease in which clinical mani- 
festations are not present at birth but appear 
some weeks after birth. The lesions appear in 
fifty per cent of cases during the first month, 
and it is rare for symptoms to be delayed be- 
yond the fourth month. Infantile syphilis cor- 
responds to the secondary stage of acquired 
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syphilis. Usually the dermatitis is more abund- 
ant on the head and extremities than on the 
trunk. It consists at first of light red macules 
which later become bronze or copper colored 
papules. At times the lesions ulcerate, become 
pustular, crust over, and are mistaken for 
impetigo. As the lesions continue they become 
more pronounced on the palms and soles with 
a tendency to exfoliate leaving the desquamated 
surface a glistening red. This lesion of the 
palms and soles is most characteristic, and is 
present in more than two thirds of the cutane- 
ous eruptions of congenital syphilis. The erup- 
tions about the face may lead to deep ulcera- 
tions about the nose and mouth, which ulti- 
mately heal with scar tissue and form linear 
syphilitic rhagades. Condylomata may be found 
in moist places, especially about the anus and 
vulva. These are rounded, elevated, papilloma- 
tous, moist masses of hypertrophied skin, with- 
out as a rule, any inflammatory reactions about 
them. 

Syphilitic onychia is not uncommon. 

Rhinitis (snuffles) is one of the earliest 
and most common symptoms. It is present in 
about seventy-five per cent of cases and appears 
usually as the first symptom. The discharge 
may be slight or diffuse and varies from a 
moderate catarrhal discharge to a_ profuse, 
blood tinged, mucopurulent one. This dis- 
charge, if very profuse, may interfere with 
nasal breathing and thus prevent proper nurs- 
ing and may even cause death from malnutri- 
tion. 

There may be a saddle nose deformity which 
is thought by some to be caused by an ulcera- 
tive lesion of bone and cartilage, and by others 
thought to be due to an arrest of growth, 

Bone lesions in infantile syphilis are very 
common. Epiphysitis is the most common, be- 
ing present in seventy-five percent to eighty 
per cent of syphilitic babies. Owing to the pain 
on motion the child holds the limb as though 
it were paralyzed. This is called Parrot’'s 
pseudo-paralysis. X-ray shows a characteristic 
osteochondritis which attacks the center of os- 
sification between the shaft and epiphysis of 
the long bones. There is a widening and ir- 
regularity of the normally thin zone of calcifi- 
cation. The lower end of the femur is the 
region most commonly attacked. Dactylitis is 
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seen, though not frequently. It is diagnosed 
more on X-ray findings as only six per cent 
show clinical manifestations. It may cause a 
fusiform swelling of the epiphyseal ends of 
the proximal phalanges. There may be an ir- 
regular bossing of the skull which may be so 
severe as to cause the head to be lop-sided. 
The head may also be enlarged from syphilitic 
hydrocephalus. 

General examination of the child usually 
shows an enlarged liver and an increase in 
the size of the spleen. Along with these there 
may be a generalized lymph-adenopathy. En- 
largement of the epitrochlears in the infant 
points strongly to syphilis. 

Late or “tardive” prenatal syphilis corre- 
sponds somewhat to the tertiary stage of ac- 
quired syphilis. ‘The disease has more of a 
tendency to localize itself in certain parts or 
organs. Interstitial keratitis is the most fre- 
quently found lesion, occuring in about one- 
third to one half of the cases. It may appear 
at any time, the majority of cases occurring 
between puberty and the age of eighteen to 
twenty. The cornea has a grayish, steamy 
opacity and the ciliary vessels about the edges 
are injected. Accompanying this are pain, photo- 
phobia, lacrimation and impairment of vision. 
In severe cases the keratitis may be accompani- 
ed by iritis, choroiditis, and peculiar opacities 
in the vitreous. Both eyes are usually involved. 
Syphilis may also cause a chorioretinitis mani- 
fested by localized or generalized blackish spots 


interspersed with yellowish-red areas  dis- 
tributed over the surface of the retina. Eye 


symptoms due to Central Nervous System in- 
volvement are stabismus, nystagmus, optic 
atrophy, and pupillary reflex changes. 

The teeth provide probably the most im- 
portant, yet least understood, clues to the 
recognition of prenatal syphilis. Characteristic 
teeth occured in thirty-two per cent of a series 
of two hundred and two cases reported by 
Stokes. ‘They occur only in the second denti- 
tion but Hutchinsonian teeth may be demon- 
strated by X-ray as early as the second year. 
Hutchinsonian teeth point very strongly to 
prenatal syphilis, and are considered by Stokes 
to be pathognomonic (5). These dental hypo- 
plasias occurring in the permanent teeth occur 
mostly in the upper central incisor teeth. They 
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are pegged shaped, have converging edges 
(screw-driver shape), are centrally notched, 
are usually smaller than normal, and are bowed 
out on their sides. Screw-driver or “oat-shaped” 
upper central incisors without notching are 
very suggestive of prenatal syphilis. Syphilitic 
hypoplasia of the first molar, Fournier’s tooth, 
commonly called Mulberry Molar, occurs al- 
most as frequently as Hutchinson’s teeth. This 
tooth has the four cusps closely grouped, and 
the enamel slopes outward from this chewing 
surface to the neck of the tooth, which is of 
normal size. It usually decays early. 

Among the dystrophies of the teeth which 
are laid to syphilis is the “tubercle of Cara- 
belli,” an accessory cusp on the inner aspect 
of the upper first molars. This has been of- 
fered by Sabourand as a diagnostic point. 

As was stated above, only the second denti- 
tion show changes distinctive of syphilis. How- 
ever, according to Stokes (5) the disease pro- 
duces in the first dentition delays in eruption 
and early decays, things which are seen also 
in many nutritional disorders. 

Involvement of the Central Nervous System 
is next to dental dysplasias in frequency. An 
incidence of twenty-six per cent has been quoted 
by Stokes (5). Neuro-syphilis is twice as fre- 
quent among white infants as among negro 
infants. The colored race seems to have some 
immunity to Neuro-syphilis. Meningitis is 
present clinically in about thirty-five per cent 
of the cases with symptomatic neuro-syphilis. 
Hydrocephalus comes next with an incidence 
of about thirty-three per cent. There is optic 
nerve involvement is about twenty-five per cent 
of the cases. Later there may be meningo- 
vascular involvement with lesions the 
parenchyma of the brain causing hemiplegia 
or other neurologic phenomena. Fifty per cent 
of the hemiplegias of childhood are syphilitic 
in origin. Paraplegia may result from cord 
involvement. 

With deeper parenchymatous involvement 
of the brain tissue, juvenile dementia paraly- 
tica is encountered. Here the child may show 
lack of facial expression, early pupillary 
changes, and early epileptic seizures. As de- 
mentia continues, psychic changes occur with 
abrupt and progressive defect in intelligence 
and judgement. The child becomes apathetic, 
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gradually forgets all that he has learned, has 
outbreaks of passion, loses his vocabulary, 
becomes bed-ridden, and finally dies of sepsis 
or pneumonia in three or four years after the 
onset. 

In cases where there is involvement of the 
posterior columns of the cord, the picture of 
tabes dorsalis presents itself. However, this 
type of tabes does not usually show the full 
picture that the tabes of acquired syphilis shows. 
The reflexes may be diminished instead of 
absent; the pupillary reflex may be sluggish 
rather than there being fixed pupils. 

Circumscribed lesions in the brain such as 
gummata may appear and produce symptoms 
of brain tumor. 

Next in frequency after the Central Nervous 
System are lesions of the bones and joints, 
occurring in fifteen per cent of children with 
active syphilis. Osteoperiostitis, a diffuse, 
bilateral, hyperplastic process affecting the 
tibia and causing the characteristic “saber 
shin,” is the most frequent of the bone lesions. 
The older the child, the more marked is the 
new bone formation, Pain is a_ prominent 
symptom and is frequently worse at night. 
Gummata may affect any of the bones but 
most often they are found over the tibia, the 
skull, the nasopharynx, and the medial inser- 
tion of the clavicle. 

Of the joints, the knee is the most frequent- 
ly involved. The elbow, wrist, ankle, and finger 
joints may be affected. The most frequently 
occurring lesion is a simple bilateral effusion 
of the knees. The lesion may vary from a 
simple hydrops without marked pain, to an 
acute inflammation simulating the rheumatic 
type. 

Gummata occur in about six per cent of all 
syphilitic children, TThree-fourths of these 
lesions are found about the nose and throat 
and the remainder in the lymph nodes and in 
the skin of the face and legs. Gummata may 
ulcerate and cause a foul discharge. They may 
cause perforation of the nasal septum or pal- 
ate. 

Deafness is found in about three per cent 
of all children with manifest syphilis. It may 
be the result of the isolated involvement of 
the eighth nerve, or of chronic osteitis about 
the internal auditory meatus. 
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Cardiovascular lesions in congenital syphilis 
are very rare. 


DIAGNOSIS 


The final diagnosis of prenatal syphilis 
should not depend upon the results of exami- 
nation of the child’s parents. Because the 
mother is syphilitic the child is not necessarily 
so. Many apparently healthy children are born 
of seropositive syphilitic mothers and it is 
not fair to subject the non-syphilitic child of 
a syphilitic mother to the hazards of prolonged 
and strenuous antisyphilitic therapy. 

Neither should one rely upon the physical 
examination of the child in determining the 
diagnosis of syphilis because almost every one 
of the lesions caused by prenatal syphilis may 
be caused by some other disease. For instance, 
non-syphilitic rhinitis is far more frequent than 
the syphilitic type. Spleens are enlarged in 
many other diseases. Keratitis may be tuber- 
culous. One may continue, giving another 
cause for almost every of the lesions 
which may be caused by prenatal syphilis. 


one 


Serological tests in the diagnosis of prenatal 
syphilis are misleading. In 1915 Feldes stated 
that the Wassermann reaction obtained with 
blood from the cord is not diagnostic of 
syphilis in the infant but of syphilis in the 
mother. It is a soundly established phenomena 
that the syphilitic reagin may be transmitted 
from the syphilitic mother to the fetus without 
the transmission of the disease itself. There- 
fore, Faber and Black advocates the use of 
quantitative Wassermann tests in the diag- 
nosis of congenital syphilis. They state that 
when a positive reaction is obtained by the 
routine methods, the quantitative method, in 
which the amount of reagin present is measur- 
ed, provides a valuable means of distinguish 
ing between these infants who have and those 
who do not have syphilitic infection. In non- 
syphilitic infants the amount of reagin is 
usually small and progressively declines to 
zero. The decline occurs early and can be 
detected by the end of the first week, where- 
as the Wassermann test made by the ordinary 
method may fail to show evidence of weaken- 
ing until much later. From this we gather that 
the Wassermann reaction in the blood of an 
infant taken at the age of one month is a 
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more reliable test than the Wassermann re- 
action with the cord blood. 

On the other hand, many infants proven to 
be syphilitic by X-ray examinations and by 
the fact that later some develop clinical mani- 
festations of prenatal syphilis, nevertheless 
present negative serological reactions. 

Parmelee and Halpern (6) have presented 
evidence to show that roentgenological ex- 
aminations are superior to clinical and sero- 
logical examinations in the detection of con- 
genital syphilis. In ninety-five per cent of a 
series of sixty-seven babies a diagnosis could 
be made on the evidence of osseous lesions. 
Only twenty-nine per cent of these gave posi- 
tive serologic reactions. ‘The characteristic 
picture of osteochondritis is pathognomonic 
of congenital syphilis. 

This makes one wonder whether or not 
children are being discharged from clinics with 
negative Wassermann reactions and without 
positive clinical manifestations of the disease 
as yet, who, in spite of these facts, have pre- 
natal syphilis which will in later years cause 
devastating effects upon these unfortunate be- 
ings. 

It may be said that few of the clinical miani- 
festations are pathognomonic; serologic reac- 
tions are misleading; X-ray examinations are 
superior to serological tests. In making the 
diagnosis one must take all factors, not just 
a few, into consideration. The suspected infant 
should have at least a physical examination 
and a blood serologic check at the age of two 
weeks, one month, two months, three months, 
six months, one year, and two years (7). If 
possible X-ray examination of the long bones 


should be made. 
PROGNOSIS 


Prenatal syphilis can be “cured.” The prog- 
nosis depends upon the promptness with which 
treatment is instituted and the energy and 
persistence with which it is carried out. The 
average infant with adequate modern treat- 
ment has a good prognosis. 

Frank R. Smith, Jr. (8) reported an 84% 
chance of serologic as well as clinical “cure” 
if treatment is started under 6 months of age 
and 50 injections are given before the age of 
two years. 
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PREVENTION 


Prenatal syphilis is largely a preventable 
disease. Early and adequate treatment of the 
pregnant woman who has syphilis is the com- 
plete answer to the question of prevention 
of prenatal syphilis. Even when the treatment 
is begun late in pregnancy it appears to exert 
a favorable influence upon the child (9). 

McCord (10) states, “There seems to be 
no condition in medicine that returns such 
high dividends in life and health with such a 
small output of energy and money as the pre- 
vention of congenital syphilis.” 


Every family physician and clinician should 
never neglest to take a careful history and make 
a thorough physical examination and a Wasser- 
mann test on all pregnant women before the 
fifth month of pregnancy. 


Our prenatal clinics are a godsend to many 
pregnant syphilitic women, as the routine 
Wassermann tests that are required at the 
first visit reveal the disease and treatment is 
instituted in time to insure a healthy child. 
The treatment during pregnancy should con- 
sist of alternating courses of an arsenical and 
bismuth, The Cooperative Clinical Group sug- 
gest 0.3 to 0.6 Gm. of Neoarsphenamine week- 
ly for 12-15 weeks followed by ten weekly 
injections of 0.2 Gm. of bismuth subsalicylate. 
The schedule should be so arranged as to 
finish up with an arsenical and treatment con- 
tinued to term. 


TREATMENT 


The ideal situation is the prevention of 
prenatal syphilis by treatment of the mother 
from the beginning of pregnancy; then there 
would be little or no prenatal syphilis. How- 
ever, as long as many pregnant syphilitic women 
fail to consult a physician until near term, and 
as long as routine serological studies are not 
practiced by all physicians, there will be child- 
ren born with prenatal syphilis. 

The method of treating prenatal syphilis 
varies with almost every syphilologist with 
respect to the various drugs used. However, 
they all base their treatment on the administra- 
tion of the arsenical drugs given in courses, 
and between such courses the administration 
of the heavy metals, permitting in infantile 
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syphilis no rest periods throughout the treat- 
ment. 

Infantile syphilis may be looked upon and 
treated similarly to early acquired syphilis, 
and late or tardive prenatal syphilis may be 
treated similarly to late acquired syphilis. 
Neoarsphenamine is probably the drug of 
choice and can be given intravenously to the 
smallest infants. Neoarsphenamine may _ be 
given in doses of about 50 mgms., for each 
ten pounds of body weight, or according to 
the following scale: 


Under two weeks __---- 0.03-0.05 Gms. 
‘Two to twelve Gms. 
Three to nine months__--- 0.1-0.15 Gms. 
One to two years._.----- 0.15-0.2 Gms. 
Two to six years-....---- 0.2-0.25 Gms. 


Mapharsen seems to be an excellent drug 
in the treatment of prenatal syphilis. Morgan 
(11) states, “The use of Mapharsen in the 
treatment of congenital syphilis has much to 
recommend it. The drug is safe and easy to 
administer. Reactions following its use are 
mild in character and can be almost complete- 
ly eliminated by care in adjusting the dose.” 
He further states, “I would recommend that 
each new case be started at 0.6 mgms. per kilo, 
and increased rapidly to 0.75 mgms. per kilo. 
After that any increase must be gradual until 
the tolerance of each patient can be ascertained.” 

Sulfarsphenamine is very popular as it is 
effective when given intramuscularly. It may 
be given in a beginning dose of 0.015 Gm. 
per kilo worked up to 0.025 Gm. per kilo. 

The arsenicals are given at weekly inter- 
vals for about eight to twelve weeks and then 
followed immediately by a series of four to 
six weekly intramuscular injections of Bismuth 
2 mgm. per kilo. Many preparations of Bis- 
muth are available, and the dosage of the vari- 
ous preparations varies with the rate of ab- 
sorption and excretion and is therefore stated 
on the package by the manufacturer. The rate 
of the absorption and elimination depends 
largely upon the vehicle employed for the in- 
troduction of the Bismuth preparation. The 
oil suspensions are slowly absorbed, the 
aqueous solutions are more rapidly absorbed, 
while oil solutions occupy an intermediate posi- 
tion. For instance, the dosage of Bismo-Cymol, 
an oil soluble Bismuth preparation in which 
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one cubic centimeter contains fifty mgms. of 
elemental Bismuth, is as follows: 


Birth to one month __-------- 0.1-0.2 CC 
0.3 CC 
Six months to two years ~--------- 0.5 CC 
Two to five years -.--.--------- 0.75 CC 
Ten to fourteen years ..---------- 1.5 CC 


Over fourteen years 2.0 CC (full adult dose ) 

Courses of the 2 drugs are alternated for 
about 18 months. No child should be dismissed 
as cured until a study of the spinal fluid has 
been made. 

A fairly new arsenical, Acetarsone (Stovar- 
sol) has been found by some to be effective in 
the treatment of prenatal syphilis. Its chief ad- 
vantage lies in the fact that it is quite effective 
when given by mouth. It may be given in the 
following doses : 

Five mgms. per kilo daily for the first week 

Ten mgms. per kilo daily for the second 


week 

Fifteen mgms. daily per kilo for the third 
week 

Twenty mgms. per kilo daily for the next 
six weeks 


After a six weeks interval, during which a 
heavy metal is given, another course of acetar- 
sone is given. At least three courses should be 
given. The arsenic content of Acetarsone is 
relatively high (27.1% to 27.4%) as com- 
pared with that of Neoarsphenamine (19% ). 
Dr. Harold Rosenbaum (12) states that in a 
series of three hundred cases of congenital 
syphilis at the Childrens Memorial Hospital 
in Chicago, that the therapeutic results of 
Acetarsone are at least as good as those of 
the other drugs, and that they have had no 
fatality or serious reaction from the drug. 

Van Dermark (13) uses Acetarsone at the 
Childrens Syphilis Clinic of the Cincinnati 
General Hospital. His routine is as follows: 


(Each tablet contains 0.25 Gm. Acetarsone ) 
Y% tablet daily for one week 

Y% tablet twice daily for one week 

\% tablet three times daily for one week 

Y% tablet four times daily for one week 

Y, tablet three times daily for one week 

¥Y tablet four times daily for one week 

1 tablet three times daily for one week 
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This gives a total of sixty-three tablets (16 
Gms.) in seven weeks. This is followed by 
four weeks during which time he gives daily 
Mercury inunctions. After three such courses 
he gives a three months rest period, then another 
course followed by a six months rest period. 
Further treatment is given only if the serology 
is or becomes positive or if symptoms present 
themselves. Treatment should, of course, be 
followed through with weekly urine examina- 
tions, weekly questioning of the mother and 
examination of the child for itching or skin 
eruption, and blood serology and physical ex- 
amination after each course of treatment. 

Rosahn and Kemp (14) conclude from ani- 
mal experimentation that acetarsone has no 
place in the treatment of human syphilis be- 
cause of the uncertainty concerning the toxic 
dose. 

Cole (15) states, “As yet (December, 
1936) I am unwilling to recommend the in- 
discriminate use of Acetarsone by mouth in 
the treatment of congenital syphilis. It is still 
too much in the experimental stage.” 

Tryparsamide is both unnecessary and con- 
traindicated in treating neurosyphilis in in- 
fants because early neurosyphilis usually re- 
sponds well to the more commonly used drugs 
and also because of the danger of damage to 
the optic nerves by tryparsamide. 

lodides are not spirocheticidal and therefore 
have no place in the treatment of early prenatal 
syphilis. They are useful, however, in late 
or tardive prenatal syphilis, especially when 
there is some gumma formation. 

For late manifestations of prenatal syphilis 
the treatment is essentially the same as for 
late acquired syphilis. Continuous therapy, 
with courses of an arsenical alternating with 
courses of Bismuth for the first year; almost 
as rigid therapy the second year and perhaps 
after that two courses of treatment yearly, 
preferably using intramuscular injections of 
Bismuth, 

As in late acquired syphilis, late manifesta- 
tions of prenatal syphilis may present special 
problems. For instance, interstitial keratitis, 
one of the most resistant to treatment of all 
lesions of prenatal syphilis, may require local 
measures, hyperthermy, and foreign protein 
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therapy as well as heavy doses of arsenicals 
and Bismuth. Involvement of the nervous 
system may require malarial therapy or 
mechanical fever therapy. Likewise, the other 
late manifestations of prenatal syphilis fall in 
the same category of treatment as the tertiary 
lesions of acquired syphilis. 


In the vigorous attack on the disease one 
must not forget the treatment of the patient. 
For example, one must splint the patient's 
limbs if there is epiphysitis ; give weak aqueous 
solutions of Ephedrine for rhinitis; use calo- 
mel dusting powder for condylomata. 

(ne must not forget that the mother of a 
child with prenatal syphilis is syphilitic and 
urge her to submit herself to proper treatment. 
When she is apparently cured, one must not 
forget to warn her that she should receive 
adequate antisyphilitic treatment during each 
subsequent pregnancy whether she be seronega- 
tive or not. 


SUMMARY 


A general discussion of the subject of pre- 
natal syphilis has been presented. A plea is 
made for the practicing physician to make a 
practice of making routine serologic tests on 
all pregnant women and of instituting proper 
treatment, especially before the fifth month of 
gestation. Statistics are given showing that if 
early and adequate treatment is given the 
syphilitic pregnant woman she can be almost 
positively assured a_healthly non-syphilitic 
child, and if treatment is given only in the late 
months of pregnancy that this will have a 
decidedly good effect on the offspring. A 
summary of a review of the modern treatment 
of prenatal syphilis has been presented with 
the aim of simplifying and making more praci- 
cal the prevention and treatment of Prenatal 
Syphilis. 
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Injuries of the Pleura and Lung 


Epwarp F. Parker, M. D., CHARLEsTON, S. C. 


In these days of increasingly rapid trans- 
portation, and especially of frequent automo- 
bile accidents, injuries to the thorax are not 
at all uncommon. Any complete discussion of 
the subject of injuries to the thorax would 
have to include a consideration of injuries to 
the thoracic wall and its contents: the pleura 
and lungs, the mediastinum and its contents, 
and the diaphragm. For the sake of brevity, 
we shall consider only the most common in- 
juries of the pleura and lung, excluding such 
rare conditions as traumatic asphyxia, rupture 
of a bronchus, prolapse of the lung, and hernia 
of the lung. 

Contusion of the parietal pleuria is very 
common and occurs usually as a result of a 
direct blow with or without fracture of a rib. 
There is pain at the site of the injury on 
respiration, and a friction rub on auscultation. 
The treatment is conservative with the relief 
of pain and strapping of the chest. 

A laceration of the parietal pleura may oc- 
cur with a fracture of a rib. In these cases 
there will perhaps be bleeding into the pleural 
cavity from a torn intercostal vessel. Hemo- 
thorax due to bleeding from the chest wall 
can usually be distinguished from that due 
to bleeding from the lung by the absence of 
pneumothorax, since air in addition to the 
blood nearly always escapes from a torn lung. 
The treatment of a parietal pleural laceration, 
with or without a hemothorax, is conservative. 

Contusion of a lung occus usually as a result 
of a direct blow, with or without a fracture of 
a rib. The patient suffers chest pain, cough 
and hemoptysis. There is a traumatic pleurisy 
with a friction rub. Edema and ecchymosis 
of a peripheral area of the lung occur, account- 
ing for physical and X-ray signs of consolida- 
tion, which are usually present. A contusion 
is usually not serious and its treatment is con- 
servative. However it must be remembered 
that damaged tissues are more liable to in- 
fection than the normal, and pneumonia or 
lung abscess may follow. 


From the Department of Surgery, Medical College 
of the State of South Carolina. 


Laceration of a lung may occur with a 
fracture of one or more ribs, the sharp end of 
a rib piercing the lung. The patient suffers 
chest pain, dyspnoea and may be in shock. 
Hemoptysis usually occurs. Air and blood 
escape into the pleural cavity from the lacerat- 
ed lung. While either pneumothorax or hemo- 
thorax may be predominant, the combination 
nearly always exists. There are physical signs 
of air or fluid or both in the pleural cavity. 
Kither may be so large that the mediastinum is 
displaced to the opposite side. It is well to 
remember that in cases of shock, bleeding may 
not occur into the pleural cavity at first be- 
cause of low blood pressure, but it may appear 
later with recovery from shock and a rise in 
blood pressure. In these cases, air may also 
pass into the soft tissues of the chest wall pro- 
ducing subcutaneous emphysema, which gives 
a peculiar crepitation to the touch. Subcutane- 
ous emphysema in itself is not serious except 
that it definitely shows that a lung has been 
punctured and if the patient recovers, the air 
is soon absorbed. Occasionally a laceration of 
the lung is of such a character that it is of a 
valvular nature, permitting air to pass out of 
the lung into the pleural cavity, but not in the 
opposite direction. In these cases, a rapidly in- 
creasing pneumothorax results, under greater 
and greater pressure. The lung is soon com- 
pletely collapsed, and the mediastinum is mark- 
edly displaced to the opposite side, reducing 
the function of the other lung. This is known 
as a tension pneumothorax. The patient is in 
great distress, and the condition demands im- 
mediate attention. 

Lacerations of the pleura and lung, and of 
the chest wall, are also produced by penetrat- 
ing wounds, the most common, of course being 
stab or gunshot wounds. The extent of the 
damage varies. There is also the possibility 
of injury to other viscera. In addition to in- 
juries to the above structures, the cases are 
complicated by the presence of communicating 
external wounds. External hemorrhage may oc- 
cur from the chest wall. The wounds may serve 
as an entrance for infection, and are often 
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complicated by the presence of foreign bodies 
in the pleural cavity or lung—a bullet, cloth- 
ing or other infected material. Severe infec- 
tion may follow such wounds, either —pneu- 
monia, gangrene or abscess of the lung, or 
empyema or any combination of these. By 
far the most serious complication, however, 
of an external wound communicating with the 
pleural cavity may be an open pneumothorax. 
If the wound is large and open, allowing easy 
passage of air to and from the pleural cavity, 
1 suck'ng sound is heard with each respiration. 
Increasing pneumothorax and mediastinal flut- 
ter occur. If there is a large opening in the 
wound, the patient is in marked distress, and 
death may occur early. An open pneumothorax, 
of course, demands immediate attention. 

Certain symptoms are common to nearly all 
chest injuries. Chest pain, of course, is usually 
present, and often made worse on coughing or 
deep respiration because of damage to the 
pleura. The degree of shortness of breath is 
dependent upon the amount of pain and the 
amount of collapse of a lung in the presence of 
a hemothorax or pneumothorax or both. In 
an open pneumothorax, depending upon the 
size of the wound, the dyspnoea is often ex- 
treme and death may result early. In extreme 
cases of dyspnoea, cyanosis may also be present, 
if the patient is not anemic from severe loss 
of blood either in the pleural cavity or to the 
outside. Cough is often present. Hemoptysis 
definitely indicates a torn lung. 

The signs of chest injuries depend upon the 
amount of damage. We have already reviewed 
some. In hemothorax or pneumothorax or both, 
the physical signs are known to all. Subcutane- 
ous emphysema is easily discovered. Sub- 
cutaneous emphysema nearly always indicates 
a torn lung with a coincident tear in the parietal 
pleura and the soft tissues of the chest wall. 
Occasionally, however, a laceration of the chest 
wall alone will exhibit subcutaneous emphysema 
of the surrounding tissues even though no 
communication with the inside exists, the air 
having been sucked into a dead space in the 
wound by the respiratory movements. ‘This 
subcutaneous emphysema is sometimes seen 
also in wounds around the elbow and knee, 
air entering the wounds on movements of the 
limb. <A sucking wound is obvious. 
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The diagnosis of the extent of the damage 
to the thorax is made by history and physical 
examination. Also X-ray examination is al- 
ways of great value, and should always be 
made. Thoracentesis will confirm the presence 
of a pneumothorax or hemothorax. It must 
be remembered that injury to the pleura or 
lung may occur without any obvious damage 
to the chest wall. 

There are several principles applicable to 
the treatment of all injuries, which apply in 
particular to lacerations of the lung. These 
are the treatment of any existing shock, the 
control of bleeding, and the prevention of in- 
fection. Aside from these, the relief of pain 
and dyspnoea and other symptomatic treat- 
ment, the treatment of a laceration of the lung 
will depend upon whether or not there is an 
associated wound of the chest wall, and if 
there is a wound, whether or not the wound is 
open or closed. The condition of the patient 
may be such that transportation is not advis- 
able and in these cases adequate treatment 
must be carried out by the first doctor observ- 
ing the patient. 

In lacerations of the lung in the absence of 
any wound in the chest wall, the treatment in 
most cases is conservative. Air is usually 
rapidly absorbed from the pleural cavity, and 
thoracentesis to hasten its disappearance is 
not necessary unless the pneumothorax is of 
such size that the mediastinum is displaced. In 
this event thoracentesis should be performed 
with the removal of only a sufficient amount 
of air to relieve the patient’s symptoms. Small 
amounts of blood are also readily absorbed from 
the pleural cavity but larger amounts should 
be aspirated repeatedly, if necessary, to hasten 
its disappearance. In general, except for diag- 
nostic or palliative purposes, there should be 
no hurry in performing thoracentesis until the 
second or third day after the injury because 
the presence of air or blood in the pleural 
cavity collapses the lung which controls either 
or both. If too much air or fluid is withdrawn 
too early, the lung may reexpand, open up 
again the laceration and further escape of air 
or blood take place into the pleural cavity. 
Bleeding from the lung is rarely fatal because 
of this compensatory collapse of the lung. 
Whereas the treatment in the above instances 
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is conservative, tension pneumothorax demands 
immediate attention. Aspiration must be per- 
formed frequently to relieve the positive pres- 
sure and the displacement of the mediastinum. 
If air continues to escape, an intercostal catheter 
must be inserted into the pleural cavity. The 
catheter is connected to a drainage tube, the 
end of which must be placed under water. 
This allows the exit of air from the pleural 
cavity without allowing air to enter. In this 
way the positive pressure is relieved. The 
catheter must be left in place until the bron- 
chial fistula in the lung has closed. In practical- 
ly no case is an operation for closure of the 
tear in the lung itself, necessary. 

In lacerations of the lung accompanied by 
closed wounds of the chest wall, aside from the 
appropriate treatment to the wound, the treat- 
ment is that outlined above for pneumothorax 
and hemothorax. In the presence of an as- 
sociated closed wound, empyema is particular- 
ly likely to follow. Aspiration must be per- 
formed repeatedly to empty the pleural cavity 
of blood, which serves as an excellent culture 
medium, Bacteriological studies of fluid with- 
drawn must be obtained. The patients must 
be observed carefully for at least 4 to 6 weeks 
lest empyema occur unrecognized, 

In lacerations of the lung associated with 
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open wounds of the thorax, the diagnosis is 
obvious, the wound is sucking air. This con- 
stitutes one of the most serious of chest in- 
juries. In order to understand the seriousness 
of a sucking wound of the chest, one must 
have a proper conception of mechanics of 
respiration. When one pleural cavity is open, 
on inspiration, air is drawn in. The entrance 
of air creating positive pressure on this side, 
plus the negative pressure on the opposite side, 
result in displacement of the mediastinum to 
the unopened side. On expiration the opposite 
occurs. This is known as mediastinal flutter, 
which is of extreme gravity. The amount of 
distress depends upon the size of the opening 
in the chest wall in relation to the size of the 
trachea. In cases of open pneumothorax, opera- 
tion must be performed immediately with 
cleansing and closure of the wound without 
drainage. If the patient is in shock and will nat 
stand immediate operatioon, the wound in the 
chest wall must be occluded temporarily. A 
sterile ordinary rubber bath sponge, adhered 
directly to the chest wall over the wound, serves 
admirably for this purpose, until recovery 
from shock, and operation can be performed. 
Thereafter the treatment is the same as in 
lacerations of the lung without wounds of the 
chest wall and is conservative. 


SECOND DISTRICT MEDICAL 
SOCIETY 
The Second District Medical Society held 
its semi-annual meeting at Hotel Columbia, 
Columbia, S$. C., Wednesday night, July 31. 
Dr. W. W. King of Batesburg, President, 
presided. 

The guest speaker, Dr. Paul H. Ringer of 
Asheville, N. C., declared that the South was 
poorly supplied with beds for tubercular pa- 
tients and that beds should be approximately 
double the number of deaths from tuberculosis 
per year. He said that the Northern states 
were much better supplied proportionately with 
beds. He took up in detail means of collapse 
therapy for tubercular patients. 

Dr. David S. Asbill of Columbia, gave a 
talk on“Concretions in the Nose and Throat” 
with report of cases. There was a discussion 
of Dr. Asbill’s talk by Dr. W. J. Bristow 
and Dr. Leo Hall of Columbia and Dr, Ringer 
of Asheville. 


In a talk on helpful points in determining 
heart disease, Dr. F. E. Zemp of Columbia 
stressed practical symptoms and signs, such 
as coughs, shortness of breath, size of the 
heart, character of heart sounds, murmurs and 
disturbances of heart rhythm. He gave a com- 
plete outline of physical examinations and a 
summary of findings. Dr. Zemp’s talk was dis- 


cussed by Dr. James T. Quattlebaum and Dr. 
M. Mathias. 


Dr. KE. A. Hines of Seneca, State Chairman 
for Medical Defense, addressed the meeting 
on “The Plans for South Carolina as De- 
veloped by the State Medical Association Thus 
Far.” 


At the close of the business session the fol- 
lowing officers were elected to serve for the 
ensuing year, Dr. D. F. Adcock of Columbia, 
President, Dr. E. W. Tucker of Johnston, 
Vice President and Dr. William Weston, Jr., 
of Columbia, Secretary-Treasurer. 
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The Male Climacteric 


W. R. Meap, M. D., Rosert Stiru, M. D., Florence, S. C. 


The conception of a climacteric period in the 
male is one which has received scant attention 
in medical literature. As late as 1932 Walker 
(1) remarks that “no such condition as a 
male climacteric is recognized by orthodox 
medicine.” That sex function in women waxes 
and wanes, beginning with puberty and reced- 
ing through the menopause, is so well recog- 
nized as to need no comment and the various 
physical and psychic landmarks which delimit 
these critical periods are common knowledge. 
The period of puberty in the male has been 
the subject of intense study, particularly from 
endocrinological and psychological standpoints, 
but the other terminus of man’s sex life seems 
to have escaped much thorough-going investi- 
gation. 

The climacteric, both male and female, is 
purely a physiological process resulting in the 
gradual readjustment in the functions of the 
endocrines. The decline in the function of the 
gonads is the moving force in this readjust- 
ment, the end result of which is a return to 
the neutral or sexless physical type. Such 
decline begins in women at the average ave 
of 40.8 years and in men 48 to 52 years. It is 
probably true, as Werner (2) believes, that a 
greater number of men than women 
through the climateric without evident dis- 
turbance, This is not strange since, in the first 
place there is no striking signboard pointing to 
this period such as the disturbance in menstrua- 
tion of the female, and in the second place time 
has not yet permitted our male patients to ac- 
cumulate such a vast body of rumors and half- 
truths as that which our more imaginative 
women patients surround the “change of life.” 

However, any physician who will question 
a group of his male patients between the ages 
of 50 and 65 will find a very large proportion 
of them worried and anxious about some ill- 
defined complaints which, while not adding up 
to an actual disabling illness, nevertheless have 
gone a long way towards disturbing the former 
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joy of living. ‘These sypmtoms may be classi- 
fied as nervous, neurocirculatory, and general. 
Under the nervous symptoms occur such things 
as intense subjective nervousness, sensations 
of suboccipital tension, emotional instability 
marked by sudden changes in mood with ir- 
ritability and often outbursts of ungovernable 
temper, but more often depression and crying, 
impaired ability to concentrate and its ine- 
vitable corollary—poor memory, loss of interest 
in previous lines of mental and physical activity 
and a desire to be left alone. 

Neurocirculatory symptoms are less constant 
than the purely nervous symptoms in the male 
climacteric, whereas the reverse obtains in 
women at this period. When they do occur, 
however, they bear a striking similarity to those 
encountered in the female menopause. ‘They 
include hot flushes, sudden increased perspira- 
tion, chilliness, vertigo, tachycardia and transi- 
tory numbness of the extremities. Let no one 
conclude, because these particular symptoms 
are less frequent in men than in women, that 
they are the source of less annoyance to those 
men who do manifest them or that their victims 
fail to attach the same serious significance to 
them that women do, 

The general symptoms are chiefly weakness, 
ease of exhaustion and a feeling of inadequacy 
for the performance of accustomed duties. For 
this reason responsibilities of any sort con- 
stitute an undue burden and there is no ambi- 
tion to embark on new ventures. They com- 
plain much as the hypothyroid does, of waking 
up in the morning already tired. They are 
reluctant to face their usual activities of the 
day but when night comes they are even more 
fatigued and usually sleep quite poorly. 

It will be noted from the above that the 
great majority of symptoms of the male 
climacteric are purely subjective. However, 
mention should be made of two other symptoms 
which can be demonstrated objectively in many 
men at the climacteric—the tendency to put 
on weight, especially in the abdominal wall, 
and benign hypertrophy of the prostate. The 
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former has its exact counterpart in women 
who, at the menopause, often begin to assume 
matronly outlines while the latter, Walker con- 
cludes, is an involutional change differing in 
no essential respect from the involution of the 
female breast at this same time. Like most of 
the evidences of the male climacteric these 
objective findings are as often absent as present 
but when found have a good deal of value in 
substantiating the diagnosis. 

The true climacteric, in men as in women, 
is due to decline of function of the sex glands. 
It naturally follows that some disturbance in 
the sex function would be the normal conse- 
quence of such involution. Decrease in gonadal 
activity in men does not result in total loss of 
potency, and certainly not of libido, Despite 
numerous instances of proven procreative 
powers at advanced age, the fact remains that 
the majority of men show beginning decline 
of potency at about the age of 50. Not in- 
frequently there is a great disparity between 
libido and potency, the appetite far outdis- 
tancing the ability to perform. The half-serious 
way in which this complaint is treated by the 
average doctor leaves the patient little choice— 
he either succumbs to the blandishments of 
some radio advertising charlatan or resigns 
himself to a life in which his diminishing 
virility is just one more factor contributing to 
the depression he is beginning to sense. 

The combined effect of the various symptoms 
listed above tends to precipitate psychic changes 
of profound character. Beset from all sides 
by vague worries, facing a future that seems 
to lead inevitably to some unknown but ever 
threatening catastrophe, uncertain whether 
failing memory and poor concentration portend 
a mental crack-up, humiliated by apparently 
failing sex function, it is no wonder that these 
patients lose their zest for life, It is but a short 
step from an anxiety state like that to a true 
involutional melancholia, where all creative in- 
terest is lost and the patient becomes convinced 
of the hopelessness of his situation. In such 
a state of mind the patient often spends much 
of his time contemplating self destruction and 
not infrequently puts such plans into execu- 
tion. 

Naturally psychic changes of such dramatic 
character are not frequent. Given a man with 
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good psychological balances and plenty of out- 
side interests, the male climacteric may leave 
but little impression on him. That some subtle 
personality change does occur in all men at 
that time is commonly accepted. Perhaps only 
a small proportion become introspective, de- 
pressed and obsessed with formless fears; but 
an appreciable loss of agressiveness and diminu- 
tion of creative energy can be recognized in 
almost every man at this time of his life. Sir 
William Osler created a short lived furor in 
1905 when he gave voice to such thoughts in 
his notorious “Fixed Period” speech wherein 
he noted that man’s creative period ended at 
40, and his usefulness at 60. 

‘To our minds the significance of the male 
climacteric is not merely that it produces a 
vast amount of disability per se and is probab- 
ly the basis for most cases of involutional 
melancholia in men, but it has a very important 
influence on the course of organic disease 
occurring at this age period, This relationship 
between the male climacteric and organic 
disease is a reciprocal one which works to ac- 
centuate both conditions. The problem which 
one of our patients presents will illustrate this 
point. This man, 54 years old, broke both 
bones of his leg in an automobile accident 
about four years ago. Inadequate treatment 
at the time of the accident resulted in a rather 
gross deformity and malunion of one of the 
bones at the ankle. For many months he was 
laid up and compelled to abandon his ex- 
tensive farming interests. The enforced in- 
activity coinciding with the time of the onset 
of the climacteric transformed him from an 
industrious, aggressive successful planter to 
a morose, irritable invalid with no interest in 
his family or his farms. He has recently be- 
gun to think of suicide as a way out of his 
difficulties. A stabilizing operation on his ankle 
would undoubtedly restore him to normal physi- 
cal activity and he has been urged repeatedly 
to have this done, but he prefers to hobble 
about the house with a cane, bemoan his fate 
and upbraid the members of his family when 
they will not commiserate with him, A trans- 
formation in this patient’s personality has 
practically destroyed his will to get well, that 
imponderable factor which in many cases of 
trivial illness marks the difference between 
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complete recovery and permanent invalidism. 

The treatment of the male climacteric is 
a combination of psychotherapy and_ replace- 
ment therapy. The results are often most grati- 
fying but no cursory history taking or rapid- 
fire technical diagnostic methods will suffice 
to accomplish such a fortunate outcome. It 
must be constantly remembered that the pa- 
tient’s fears and anxieties are ill defined and 
hard to put in words. A little patient, sympa- 
thetic questioning will usually turn loose the 
pent up flood of hitherto unmentioned terrors. 
Once this mental catharsis is underway the pa- 
tient begins to realize that perhaps others have 
suffered in this same way. The great problem, 
of course, is to crack the outer shell of re- 
ticence with which these troubled individuals 
surround their abnormal thoughts. ‘To crack 
it, a doctor must have some pretty definite ideas 
about what pathological mental processes are 
taking place in his patient. The doctor must 
ask leading questions about the patient’s emo- 
tional life, if he cries easily, if he is growing 
irritable and short tempered; about his ability 
to concentrate, if he forgets names, events, 
and things recently read; about his business, 
if things are clicking as they used to, if he 
fears financial reverses and if those fears are 
warranted by the volume of his business ; about 
his family and friends, if he finds them less 
congenial, if he prefers to be alone; about his 
sexual habits, if there is some decline in 
potency. Other questions will suggest them- 
selves but somewhere along the line the pa- 
tient will usually open up when he recognizes 
some symptom which he hadn’t dared discuss 
because of its possible serious implications. 
The old adage that “misery loves company” 
was never more applicable than in the male 
climacteric. 

The next step is to impress the patient with 
the fact that this period is self-limited. In 
other words, once the patient is convinced of 
the essential similarity between his condition 
and the female menopause, the psychothera- 
peutic approach is identical. 

Whether testosterone propionate and similar 
androgenic substances have any place in the 
therapy of the male climacteric is questioned 
by many conservative investigators. We have 
used it extensively and shall continue to use 
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it not merely because it is in every way analag- 
ous to the estrogenic substances of proven value 
in the female menopause, but because we have 
been most gratified by the results we have ob- 
tained. The work of Miller, Hubert, and Hamil- 
ton (3) leaves little room for doubt about the 
efficacy of testosterone propionate in hypo- 
gonadal and eunuchoid individuals. It is not, 
therefore, unreasonable to conclude that a 
hypogonadal state incidental to the testicular 
involution of the climacteric might respond in 
a correspondingly favorable manner to the 
same preparation. We have employed intra- 
muscular injection almost exclusively, — the 
dosage varying from ten to sixty milligrams 
weekly with probably the most consistently 
satisfactory results being obtained when we 
used thirty miligrams. We are beginning to 
use methyl testosterone by mouth but are not 
prepared to make any observations on its ef- 
fectiveness at this time. As in using the estro- 
genic substance in the female menopause, the 
proper dosage is the one which maintains the 
patient in better psychic and vasomotor equili- 
brium. It is quite probable that investigation 
will prove the desirability of using much larger 
doses of testosterone than those now commonly 
employed. 


SUMMARY 


The picture of the male climacteric is 
characterized by a fairly consistent pattern 
of psychic disturbance of the depressive type 
and a number of more variable symptoms re- 
ferred chiefly to the vaso-motor mechanism. 
It occurs somewhat later in life than the cor- 
responding period in women. Uncomplicated 
it is the cause of much unhappiness and disa- 
bility, but occurring in conjunction with some 
organic disease, it offers a serious obstacle to 
recovery by dulling the “will to get well.” 
Treatment is psychotherapy supplemented by 
the use of suitable amounts of androgenic 
substance. 
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DISCUSSION 
DR. OLIN B. CHAMBERLAIN (Charleston) : 


Mr. President: In their usual successful manner, 
Doctors Mead and Smith have brought us the sub- 
ject of the male climacteric. They pointed out that 
only seven or eight years ago there was no uni- 
versal acceptance of the fact that there was such 
a thing as a male climacteric. I believe, however, that 
it is only fair to say that psychiatrists have recognized 
the presence of this concept for a much longer time. 
Today, more and more of us are recognizing that 
the fears and anxiety states which come up in male 
patients during the late 40’s and 50’s may very well 
be exactly equivalent to the well known mental 
states which accompany the female change of life. 
It seems to me that one may more easily recognize 
the reason for these mental states if we think of 
them in terms of attempted reactions of the in- 
dividual to his or her environment. This sort of 
concept rests upon the idea of nervous and mental 
disorders which has been taught by Adolph Meyer— 
that is—-the psycho-biological approach to mental 
states. It has long been a favorite thesis of mine 
that we can understand the abnormal mental changes 
associated with the male and female climacteric more 
readily if we think of it in terms of primitive life. 
Man’s mind and his way of living has changed very 
much in the past few thousand years,—his body and 
his organic nervous system have—so far as we 
know—made no changes. Modern life, therefore, 
makes demands for which we are ill equipped to 
withstand. In primitive times the individual in the 
40’s and 50’s was—practically speaking—finished. 
The women had started reproducing in the teens 
and by the time they had reached 40 their youngest 
children had gotten to the age of adolescence and 
were no longer dependent upon them. The men by 
the time they reached 50 had lost the physical strength 
to take part in the exertions of the hunt and war- 
fare. They could no longer stand up against the 
young men. Therefore, the 40’s and the 50’s were 
the time when primitive men and women retired 
to the side lines to chew blubber with their few re- 
maining teeth or to utter a few hoarse cheers for 
the returning victors. They had little duties and 
practically no responsibilities. 

Social changes in the last few thousand years have 
brought many changes in this picture. The profes- 
sions and any learned type of work requires many 
years of study and preparation. It is largely true 
that the younger generation are not dependent upon 
themselves until they are 25-28 or even 30 years 
of age. This means that their fathers and mothers 
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must go on working and planning and sacrificing 
for many years beyond the time when nature would 
like them to retire. The woman of 42 has tremendous 
problems before her. She is often trying to fit her 
own ideas to the different customs of the younger 
generation; she is trying to lead her daughters wise- 
ly and is often puzzled and agonized over their 
problems. The man of 52 or 53 instead of being able 
to retire to the side lines is now thinking of buying 
a new car or putting a new mortgage on his house 
so that the last boy or girl may go to college. All 
this means that we have changed our social set-up 
so that we very definitely face a great many diffi- 
cult tasks at the time when the physical let-down is 
felt. The truth of this—in my opinion—explains 
why these changes of the climacteric are so more 
widely noticed than they used to be. Dr. Mead has 
wisely stated that if these sufferers from anxiety 
states and despondencies can be given insight into 
their condition they will be benefitted. Most of 
them are worried over losing their minds, or over 
becoming dependent upon others. If they will be- 
lieve that the situation is a temporary one and that 
brighter days lie not too far ahead—it will give them 
courage to go on. As to the adequacy of the newer 
endocrin treatment, I have not yet made up my 
mind. It is so difficult in cases like these to separate 
the good which is done by assurance and so-called 
psychic factors from the chemical ones, that | am 
still undecided. This, however, is no reason why they 
should not be carefully and systematically tried. 

I have enjoyed Doctors Mead and Stith’s paper 
and I feel that they have done us a real service in 
bringing this to our attention. 

DR. MARION WYMAN (Columbia): I have 
had occasion to look into the subject of longetivy 
for the last several years and it is amazing the 
small amount of work that has been done on that 
subject from the scientific point of view. More 
recently, I have delved into the subject of degene- 
rative processes versus regenerative processes. | 
have come to the conclusion that still less work has 
been done on that by the medical profession. There 
might have been some psychiatrists who have studied 
it but we don’t practice preventive psychology as a 
profession, | am sure. 

To grow old gracefully in body, mind and _ spirit 
and every way requires exercise, certainly to keep 
down a big stomach, physically. To become senile 
mentally, much younger than you should, is a disease. 
Although senility is a disease, in normally growing 
old, you are mentally normal. I have an idea that 
the thing will have to go back before adolescence, 
back into childhood and perhaps into infancy. If 
you have proper environmental training with hori- 
zontal rest periods to prevent exhaustion and get 
rid of some artificial stimulation like coffee, coca 
cola, etc., I can’t believe that a normal thing like 
change of life, whether in a man or a woman should, 
in itself, be so up-setting. 

There are some other things brought out in dis- 
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cussion. We are not living right. We are not right 
physically. We exhaust ourselves and we degenerate 
more rapidly. We don’t have enough avocations, 
during our leisure time. We don’t do things with 
our brain that would be mental diversion, if not 
rest. I don’t think our brains would want to rest 
when we are awake. We do not have enough diver- 
sion. I don’t think we have enough sleep. 

The State in Columbia published a paper which 
I delivered before a scientific meeting. They quoted 
me as saying “I think we should break up our sleep 
into four sections.” I don’t say that exactly. We 
sleep a third of our lives—a third of each day, but 
all bunched together. We drive for 16 hours and 
sleep 8 hours of our time. Dr. Leslie Carrell sug- 
gested in a reprint that based on laboratory work 
with tissue cells, that the tissue cell is immortal, 
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provided poison is swept away at the right speed 
and we eat food that gets tissue cells on the right 
road. At the World’s Fair in New York they had 
this exhibit—Lindberg’s artificial heart. We are 
right mentally when the circulation is right and 
sweeps the toxins away. Carrell thinks that sleeping 
too long a time does allow too many toxins to ac- 
cumulate in the system to be secreted. 


| have looked into the subject of hybernation. 
That is certainly interesting. That would tend to 
throw out my idea that you should break up your 
sleep. I should like to say that if we grow old 
gracefully physically, mentally, sexually, that it will 
take a lot of practice way back in early life with 
avocations and recreational training. 


DR. MEAD: I have nothing further to say. 


EDISTO MEDICAL SOCIETY 


The Edisto Medical Society held its July 
meeting, Wednesday at seven P. M., at the 
High School Building, Holly Hill, S.C. An 
enjoyable dinner was served by the Ladies 
of Target Church. Those present were: Drs. 
Lowman, Glennan, Goodwin, Eargle, ‘Truluck, 
Brabham, Thackston, John Johnson, Whetsell, 
Danner, Joe Traywick, Culler, Cleckley, Mob- 
ley, Browning, Paul Traywick, Wells, Black, 
Geiger, Wm. Weston, Sr., Columbia, S. C., 
C. L. Guyton, Columbia, S. C., Mr. S. J. Me- 
Coy, and Mr. Walter Cooper. 

The minutes of the last meeting were read 
and approved. The guest speaker, Dr. Wm. 
Weston, Sr., Columbia, S. C., was introduced 
by Dr. C. 1. Goodwin, 

Dr. Weston’s subject was “Fundamentals 
in Pediatrics.” He stressed especially the im- 
portance of the natural elements of food in the 
diets of growing children. 


Dr. A. L. Black gave a report of the hos- 
pitalization committee in regards to charity pa- 
tients at the Tri-County Hospital. 


Dr. C. L. Guyton, Columbia, S. C., head 
of Division of Cancer Commission of S. C. 
Public Health Department, was also present. 
Dr. Guyton discussed the work of the Cancer 
Commission and Cancer Clinics which are 
making an effort to treat indigent cancer pa- 
tients. These clinics are being held at eight 
different hospitals in the state. He stressed 
the fact that these patients should be investi- 
gated and certified by the Department of 
Public Welfare before they are sent to the 
clinics. He asked the cooperation of the doctors 
from the society and assured them that if he 
could be of any service in this work, to please 
call on him. 

The program committee for the month of 
August, consisting of Dr. A. L. Black and Dr. 
‘Truluck, was announced. 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


227 


PRESIDENT’S PAGE 


MEDICAL PREPAREDNESS 


At its recent meeting in New York the American Medical Association felt it to 
be most urgent that the Association be fully prepared to meet a national emer- 
gency, in case such an emergency should arise. With this in mind a National 
Preparedness Committee was appointed. Geographical location, as well as eminent 
ability, determined the selection of this Committee. Dr. J. E. Paullin of Atlanta, 
Georgia, is the Chairman of our corps area. 


The National Committee of the American Medical Association in turn has asked 
that each state select a state chairman from their respective societies. This 
selection was to be made by the President, the Secretary and the Chairman of the 
Council. At the meeting of our committee held at Greenwood, June 28, Dr. 
E. A. Hines, Secretary of the South Carolina Medical Association, was prevailed 
upon to accept the chairmanship, In view of his experience in a somewhat similar 
position during the first World War, the committee feels that we are indeed 
fortunate to have Dr. Hines serve in this capacity. The position will require a 
great deal of work and will demand real sacrifice on the part of Dr. Hines. It was my 
pleasure to visit the headquarters office yesterday and | found Dr. Hines quite 
busily engaged with the many details of this office. 


May we urge each and every doctor in South Carolina to return his questionnaire 
blank to the American Medical Association office at once, as it is important that 
the doctors be classified as quickly as possible. Return your questionnaire today, 
if you have not already done so, 


We are asking the members of the Board of Councilors to act as a state-wide 
committee and we shall add to this committee as the emergency may demand, 


The President of each County Medical Society is requested to appoint a Pre- 
paredness Committee in his county and to be responsible for information regard- 
ing questionnaires, eligibility for service, etc. You will receive full instructions 
from Dr. Hines within the next few days. 


1 am sure that each of you share with me the desire that the South Carolina 
Medical Association shall do her full duty in this worthy endeavor. We have never 
failed in time of state or national emergency and we will not fail today. You 
will be kept informed through the Journal or otherwise as developments proceed. 


W. L. PRESSLY, M. D., President 
S. C. Medical Association. 


Due West, 5. C. 
August 8, 1940. 


228 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


THE JOURNAL 


OF THE 
South Caroiina Medical Association 


. D., F. A. C. P. 


EDITOR 
J. I. Waring, M. D. 


ASSOCIATE EDITORS 


Edgar A. Hines, M 


J. H. Cannon, M. D., Charleston, S. C. 


Pediatrics 
R. M. Pollitzer, M. D. 


Obstetrics and Gynecology 
J. D. Guess, M. D. 


Greenville, S. C. 


Greenville, S. C. 
Urology 

The S. C. Urological Society 

Roentgenology 


R. B. Taft, M. D. Charleston, S. C. 


Seneca, S. C. 


Charleston, S. C. 


and 


H. H. Plowden, M. D. _........Columbia, S. C 
Surgery 

Wm. H. Prioleau, M. D., F. A. C. S. Charleston, S. C. 
Eye, Ear, re and Throat 

J. F. Townsend, M. D., F. A. C. S. —_ Charleston, S. C. 
Dermatology and Syphilology 

J. Richard Allison, M. Columbia, S. C. 

W. T. Brockman, M. D. Greenville, S. C. 
ond Mental Diseases 

E. L. Horger M. State Hospital, Columbia, S. C. 

Public Health 
B. F. Wyman, M. D. Columbia, S. C. 
Surgery 
Austin T. Moore, M. Columbia, S. C. 


Please send in promptly notice of change of address, giving both old and new; 


temporary or permanent. 


always state whether the change is 


OFFICE OF PUBLICATION 


Medical Building 
Subscription Price 


AUGUST, 1940 


FAIRFIELD COUNTY SOCIETY REORGANIZES 


On July 31 the Fairfield County Medical 
Society came into being again after a lapse of 
some years. The reorganization meeting was 
presided over by Dr. Roderick Macdonald, 
Councilor of the Fifth District. Assisting in 
the reorganization were the Secretary of the 
State Medical Association and Dr. James Des 
Portes of Fort Mill, past President of the 
State Medical Association. The following of- 
ficers were elected: Dr. J. C. Buchanan, Jr., 
President ; Samuel Lindsay, Vice Presi- 
dent; Dr. C. S. McCants, Secretary-Treasurer. 
Dr. J. F. alan, Dr. J. EK. Douglas, Jr., and 
Dr. Amos C. Estes were named on the Board 
of Censors. 

At the organization of the State Medical 
Association in 1848 Fairfield District sent a 
number of distinguished physicians and among 
the most colorful of these was Dr. T. 'T. 
Robertson of Winnsboro. Dr. Robertson was 
promptly elected a Councilor and served in 
this capacity for a number of years. During the 
silent years of the war between the States for 
organized medicine in South Carolina the 
physicians of Fairfield District undoubtedly 
played an important part in the service of 
their country and when the time for reorgani- 
zation came of the State Association in 1869 


and ’70 Dr. T. T. Robertson among others 
was on hand promptly to participate in that 
important event. 

When the entire medical profession of 
America was organized into County Medical 
Societies by the American Medical Associa- 
tion in 1905-06 the Fairfield County Medical 
Society was organized for the first time. Only 
two of the charter members are now 
living, one of them being Dr. Samuel Lindsay 
who was Secretary. It is anticipated that the 
newly reorganized society will now function 
regularly and efficiently as its past history 
warrants. 


MEDICAL PREPAREDNESS 


At this writing every licensed physician in 
the United States has had an opportunity to 
fill in and return the questionnaire sent out 
by the American Medical Association at the 
request of the Surgeon Generals of the United 
States Army, Navy and Public Health Service, 
as part of the plan for preparedness of the 
medical profession to enable our country to 
meet any emergency which may arise. 

It is extremely important that every one of 
these questionnaires be filled out and returned 
promptly to the A. M. A. headquarters in 
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Chicago. The general plan is to the effect that 
as a result of the information contained in 
the questionnaire both the military units and 
the civil population will be provided with satis- 
factory medical and surgical services during 
the period that any national emergency may 
demand. 

The plan for participating in the general 
set up of committee machinery within the medi- 
cal profession of South Carolina is being car- 
ried out promptly and will be fully explained 
in the next issue of the Journal and through 
other channels before that time. The Head- 
quarters office of the State Medical Associa- 
tion stands ready to cooperate in every way 
possible to promote the rapid consummation 
of the plans agreed upon. 


PIEDMONT POST GRADUATE CLINICAL ASSEMBLY 


Post graduate medical education is making 
rapid progress in South Carolina and one of 
the significant contributions is that of the 
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Clinical Assembly to be held at Anderson, 
September 17, 18, 19. This Assembly is now 
in its sixth year and maintains a steady in- 
crease in attendance and interest from this and 
surrounding states. As usual eminent teachers 
from various medical schools in the United 
States will participate on the program and 
there will also be several members of the South 
Carolina profession actively participating. 


FOURTH DISTRICT MEDICAL SOCIETY 


One of the largest district medical societies 
in the State will hold its next meeting in 
October at Spartanburg. The Fourth District 
has a membership of more than two hundred 
and the programs are always of keen interest. 
The President is Dr. J. W. Bell of Walhalla 
and the Secretary, Dr. George R. Wilkinson 
of Greenville. ‘The Secretary requests that all 
who desire to read papers at this meeting should 
send in their titles at once. 


| 
| Injuries of the Pleura and Lung. By Edward F. Parker, M. D., 
| The Male Climacteric. By W. R. Mead, M. D., and Robert Stith, M. D., 
| EDITORIALS: 
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| Pathological Cenference, Medical College cf the State of South Carolina —__-_____- 231 
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SURGERY 


WM. H. PRIOLEAU., M.D.. F.A.C.S., CHARLESTON, S. C. 


AMPUTATION FOR ARTERIOSCLERO- 
TIC GANGRENE 


In amputation for arteriosclerotic gangrene 
primary consideration has to be given to the 
saving of life, and the fashioning of an ideal 
stump must be relegated to a place of secondary 
importance. This is necessitated by the general 
extent of the arteriosclerosis which adds to the 
operative risk in ways not directly connected 
with the amputation. The arteriosclerosis is 
also an adverse factor in the healing process. 
Every means must be made to conserve the al- 
ready diminished blood supply, and to pro- 
vide for adequate drainage in order to prevent 
troublesome and likely serious infection of 
the stump. 


In attempting to fashion an ideal weight 
bearing stump the usual procedure is to form 
flaps of the skin, and fascia and muscle so 
that the several layers can be made to cover 
loosely the end of the bone. In so doing the 
blood supply to the wound is diminished by 
separating the tissue planes, by curving the 
soft tissues over the end of the bone, and by 
the approximating sutures. Only limited drain- 
age can be provided, and it is often inadequate, 
resulting in the collection of serum between 
the layers. In these cases organisms are com- 
monly present, and they readily invade the 
tissues of such a wound. If infected, the wounds 
break down and at best heal slowly, often re- 
quiring a secondary closure. The systemic ef- 
fect is to increase both the morbidity and mor- 
tality. 

In these cases the operative procedure should 
be reduced to the simplest form. The blood 


NOTE—The article in this department last month 
on Cysts, Sinuses and Fistulae of the Thyroglossal 
Dust was contributed by Dr. ——_ F. Parker. 

itor. 


supply must be conserved, adequate drainage 
provided, and the necrotizing effect of sutures 
reduced to a minimum. The “chop type” of 
guillotine best fulfills these requirements. When 
the condition of the patient has improved, a 
secondary closure can be effected by little more 
than removing a piece of bone. While this is 
considered the safest type of operation in 
very ill patients it has the obvious disadvantages 
of the large open wound and the necessity of 
a secondary closure. This can be overcome in 
great part by a modification which sacrifices 
but little of its advantages. In this, the skin 
is incised in a circular manner and allowed 
to retract. At this higher level the fascia and 
muscles are divided. Gentle retraction on the 
muscles permits severing the bone at a still 
higher level. Thus the blood supply has been 
but little disturbed, the end of the bone is 
covered with soft tissue, the wound is covered 
with skin, and there is provision for free drain- 
age. Sutures may be placed in the skin edge 
and tied at the time or later according to the 
hazard of infection and the progress of heal- 
ing. In amputating for arteriosclerotic gan- 
grene, a tourniquet should not be used as it 
is both unnecessary and of more importance 
may be harmful. 

In an analysis of 117 cases of amputation 
for arteriosclerotic gangrene, Dr. F. W. Taylor 
of Indianapolis brings out the foregoing points 
(J. A. M. A. 13:1196 September, 1939). 
Where the fascial layer closure was used the 
incidence of wound infection was high result- 
ing in increased morbidity and prolonged hos-- 
pital stay. Though the guillotine type amputa- 
tion was reserved for the more seriously ill 
patients, the results from it were superior to 
those of the former group. The study brings 
out other points of interest best obtained by 
reading the original article. 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


231 


Pathological Conference, Medical College of the State 
of South Carolina 
KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 


Case of Dr. Robert Wilson, Jr. 
ABSTRACT NO. 396 (58960) 
October 20, 1939 


Admitted July 12, 1939; died Aug. 8, 1939. 

History: A colored woman of 32 years of age 
was admitted to the gynecology service with the 
complaint of “pain in stomach.” She stated that 
she was four months pregnant and that the pain 
had begun on 7/8/39; she described the pain as 
‘labor pains.” She also complained of fever which 
had been present since the onset of the pain. On 
the night before admission, she began to have pro- 
fuse vaginal bleeding; no clots were passed. The 
past history revealed 7 pregnancies, five living child- 
ren and 2 still-births. The menstrual history had 
been normal. L.MP—Feb., 1939. 

Physical: T-1024 P-116 R-26. 

Examination revealed a well developed and fairly 
well nourished colored woman apparently of stated 
age. The skin was smooth and warm. The head and 
neck showed no noteworthy findings except that 
the teeth were in a poor state of repair and several 
were missing. The pupils were round, regular and 
equal; they reacted to L, and A. The breasts ap- 
peared atrophic. The chest was clear to P and A. 
The heart was of normal size to percussion, the 
rate rapid (116), rhythm regular, and a systolic blow 
was heard at the apex. B. P. 100/60. The abdomen 
appeared enlarged and there was tenderness to pres- 
sure over the lower quadrants, but this was not 
localized. No fetal heart sounds were heard. There 
was a small amount of bloody discharge from the 
vagina. The uterus was palpable 4 f. b. above the 
symphysis. The extremities were not remarkable; 
the reflexes were physiological. 


Laboratory : 

Urinalysis 7/14/39 8/6/39 Stools 

How Cath. Cath. Stools 7 [25/39 
React. Acid Acid Blood 1 plus 
Sp. Gr. 1.018 1.006 

Alb. 2 plus 0 Kolmer 4 plus 
Sugar 0 0 Kline 4 plus 
Casts 0 0 

Pus 3/HPF 0 Blood Cultures 
Blood 1/HPF 0 7/13/39 Neg. 
Blood 7/14/39 7/25/39 7/29/39 Neg. 
Hb. 9 gms 7.5 gms 

RBC 3,000,000 1,000,000 

WBC 6,000 11,000 

Polys 74% 

Lymphs 22% 

Monos 4% 


Course: On the day of admission the patient 
expelled what appeared to be a fetus, placenta and 
membranes intact. Fever persisted and the pelvic 
findings remained constant. There was some ab- 
dominal distention but no chills or new localizing 
signs or symptoms referable to the respiratory, 
G-I or urinary tracts developed. The patient was 
transferred to the medical service and a remittent 
type of temperature, going as high as 104, with pulse 
rate ranging from 110-130 persisted throughout 
course. The vaginal discharge became more copious 
and a severe degree of anemia developed neces- 
sitating repeated blood transfusions. Small pieces 
of soft tissue were passed per vaginam on several 
occasions. On 7/24/39, the spleen became definitely 
palpabie. On 7/30/39, dulness and rales were heard 
over the right lower lobe and later over both lung 
fields. Progressive down-hill course ended in death 
on 8 /8/39. 

Dr. Wilson (Conducting): Mr. Keyserling, will 
you open the discussion of this case? 

Student Keyserling: This patient was admitted 
because of abdominal pain of 4 days duration which 
she described as labor pains, believing herself to be 
about 4 months pregnant. This history of pregnancy 
should be reliable in that the patient had had eight 
previous pregnancies. She also complained of being 
febrile and of vaginal bleeding, the latter of one 
day duration. The positive physical findings were 
warm skin, rapid pulse, enlargement of the abdomen, 
enlargement of the uterus and vaginal bleeding. 
The atrophic state of the breasts, the firm tender 
cervix and absent fetal heart sounds are not con- 
sistent with pregnancy though the passage of the 
fetus and membranes appears to have established 
pregnancy beyond doubt. The laboratory studies re- 
vealed that the patient had a moderate degree of 
anemia at the time of admission which became 
progressively worse to the point of extreme within 
a two weeks period. The positive Kolmer may, or 
may not, be significant in the interpretation of the 
clinical picture. The question naturally arises as to 
whether some infection brought on the abortion or 
whether the abortion was followed by infection. 
The abortion might have been due to syphilis, to 
an acute infectious disease or some local infection 
of the endometrium. Though criminal abortion can- 
not be positively ruled out, I believe that the infec- 
tion followed the abortion in this case. Such might 
have been due to B. Coli, streptococcus, straphylococ- 
cus or any of the other common contaminants. The 
induration of the cervix with displacement of the 
uterus suggests a localized pelvic peritonitis. The 
ever increasing vaginal discharge, septic type 
temperature, splenomegaly and progressive anemia 
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suggest a septic state of the usual order. The chest 
findings appearing terminally might well be explain- 
ed on the basis of pulmonary emboli developing 
from a thrombotic affair in the pelvis produced by 
the infected uterus. The severe degree of anemia 
might have been a part of the septic state but was 
more probably due to the severe and prolonged 
vaginal bleeding. 

Dr. Wilson (Conducting): This patient was very 
sick for a month. Would you consider this fact, 
that is the prolonged clinical course, unusual for 
a streptococcus infection. 

Student Keyserling: Yes, it does seem too long. 
The low white count is also against a streptococcus 
infection. 

Dr. Wilson (Conducting): This patient was 
treated with sulfanilamide. Do you think that that 
would mask the clinical picture? 

Student Kevserling: No, I don’t believe that it 
could possibly produce such an a typical picture for 
streptococcus infection as we have here. 

Dr. Wilson (Conducting): What do you make 
of the statement that the patient passed the fetus 
and membranes intact and then continued to pass 
bits of soft tissue per vaginam? 

Student Keyserling: The two statements are hard 
to reconcile unless one supposes that the small bits 
of tissue passed subsequently were not truly placental 
in character but slough from the endometrium. The 
report of the pathological examination of this tissue 
would be of great help. 

Dr. Wilson (Conducting) : There is no note on the 
chart indicating that such an examination was done. 

Dr. Wilson (Conducting): Do you still believe 
that this case is one of infected abortion? During 
the study of this case agglutination studies of the 
blood were made. Her serum agglutinated the H 
antigens of typhoid, paratyphoid A and B in dilu- 
tions of 1:80, 1:160 and 1:40 respectively and the 
O antigens were positive in dilutions of 1:160, 1:320 
and 1:160 respectively. In addition, partyphoid B 
was isolated from the stool to which the patient’s 
own serum gave a positive agglutination in dilu- 
tions up to 1:320. What is your interpretation of 
these findings ? 

Student Keyserling: I cannot attribute much 
significance to the agglutination tests in those dilu- 
tions. I would tend to regard the stool isolation as 
an incidental finding. 

Dr. Wilson (Conducting): Mr. Rubin, what is 
your impression of this case as it has been discussed 
to this point? 

Student Rubin: Previous to the time the results 
of the agglutination studies were given, | was under 
the impression that this case was one of septic 
abortion. Now I am not sure that the abortion did 
not occur as the result of some other infectious 
process, possibly caused by some member of the 
typhoid group. The profound anemia in this case 
might conceivably be due to paratyphoid infection. 
The question as to whether the patient passed fetus 
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and membranes intact is still unsettled, as nearly as 
I can see. It might be possible for the abortion to 
have resulted from some infectious state and then 
infection of retained placental elements to have 
taken place, accounting for the demise of the patient. 
The consistently negative blood cultures are against 
the latter. 

Dr. Regan: My opinion concerning the stool isola- 
tion, based on the antigenic studies of the patient’s 
paratyphoid isolation, places this patient in the 
possible carrier state rather than actually having 
the disease clinically. 

Dr. Rivers: This woman, as I observed her on 
the gynecology service, appeared as though an in- 
tercurrent infection had been causative of the abor- 
tion, though the history of the latter was hard to 
interpret. However, in view of her positive ag- 
glutination reactions, she was transferred to the 
medical service for further study. 

Dr. Wilson (Conducting): This was a very in- 
teresting case from the clinical viewpoint. I had 
much the same impression as Dr. Rivers. 

Dr. Lynch: The last two conferences were rather 
stereotyped and offered you little opportunity to 
exercise your talents in clinical judgement and dif- 
ferential diagnosis. This case is a rather difficult 
one but the diagnosis could have been made if the 
possibility had been called to mind. This is no re- 
flection, in that hind-sight is always better than 
foresight. This patient had tuberculosis, tuberculosis 
of the uterus and later generalized miliary tuber- 
culosis. The build up given pregnancy in the clinical 
record is rather deceptive and is based on the history 
of the passing of the products of pregnancy. The 
material passed from the uterus should have been 
examined histologically. If this woman was preg- 
nant, she aborted because of the tuberculosis. How 
long she could have remained pregnant in associa- 
tion with endometrial tuberculosis is a matter for 
speculation. (Demonstrating specimen). Here you 
see ragged necrotic endometrium without any defi- 
nite gross evidence of tuberculosis. The right fallopian 
tube is quite distended with caseous material. The 
ovarian vein from that side contains a thrombus. 
Microscopic examination showed tubercles in the 
wall of the vein, which no doubt, furnished the 
focus for the subsequent generalized seeding. The 
tuberculosis of the genital tract was, no doubt, 
secondary to tuberculosis somewhere else in the 
body, most probably the lungs. However, the pri- 
mary source was not discovered. We do not be- 
lieve that the tuberculous process was primary in 
the genital tract. Possibly the fallopian tubes were 
secondarily involved, as rather commonly occurs, 
and then the infection spread to the uterus. 

Dr. Wilson, Sr.: Miliary tuberculosis is seen in 
many bizarre forms. In this case, the clinical picture 
should have given a clue which further investiga- 
tion would have indicated. The diagnosis could 
possibly have been made by exclusion. In former 
years, before clinical medicine had the advantages 
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of the diagnostic aids offered by the laboratory and 
the X-ray, such a case would have been diagnosed 
as typhoid fever if the patient had recovered and 


MINUTES 


MINUTES OF HOUSE OF DELEGATES S&. C. 
MEDICAL ASSOCIATION, CONTINUED 


The report on Scientific Work was read by Dr. 
Robert Wilson, Jr. Motion made and seconded, vote 
taken and carried, to accept the report as read. 


PRESIDENT JENNINGS: We will now have 
the report of the Committee on Public Policy and 
Legislation by Dr. J. McMahan Davis. 


DR. J. McCMAHAN DAVIS (Columbia): Gentle- 
men, it gives me great pleasure to report for the 
Committee on Public Policy and Legislation that 
the members of the State Legislature are most 
kindly disposed toward the Medical Association, 
largely through the efforts of our President and 


Senator McColl. The Senate is pretty well 
sewed up and so is the House except it put 


us in an embarrassing position when three decided 
to run for unemployment compensation committee. 
They had all the 'obbyists they could find. We had 
three members of one committee looking out for our 
support. The Medical College is something we are 
all indirectly interested in, and that we are ex- 
tremely concerned about. Since the late Dr. L. H. 
Jennings left the trusteeship of the Medical College 
unfilled, the leaders of our medical profession feel 
very keenly that Dr. Stokes having taken a great in- 
terest in the Medical College is the logical man for the 
place. Dr. Stokes is also well liked in the Legis- 
lature and without question he would have been 
elected without opposition. However, one of the 
members of our profession in the House felt that 
he would like—he is now a member by virtue of 
his office—to be permanent trustee. That again put 
the committee in a rather embarrassing position. 
We found that we could probably have elected him 
although Winchester Smith, a member of the House, 
advised us to wait. He suggested that we wait and 
has kept the resolution off the floor of the Senate 
and at the present writing they will continue to do 
so until after the election next year when this con- 
dition possibly will be changed and we will have no 
difficulty getting our desires. 

We had to increase the House appropriation 
$13,500.00 for the Medical College. It is the feeling 
of the preconference committee that there is no fear 
but what the Medical College will get its full ap- 
propriation. 

DR. W. R. WALLACE (Chester): I move that 
the report be accepted. Motion seconded. 
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as miliary tuberculosis if death had intervened 
(laughter). 

PRESIDENT JENNINGS: Gentlemen, I ask 


your indulgence for some remarks from the Chair 
in connection with the Committee report. Dr. Davis 
told you of our activities in attempting to elect Dr. 
Stokes a member of the Board of Trustees of the 
Medical College. I believe that a request from this 
House of Delegates will carry considerable weight 
with the Legislature.’ I -hope very much that some- 
body will make a motion that this House of Dele- 
gates request the Legislature to place Dr. Stokes 
on the Board of Trustees of the Medical College. 

DR. N. B. HEYWARD (Columbia): May I have 
the privilege? Motion seconded. There being no dis- 
cussion, vote taken and motion carried. 

MEMBER: May I ask for an interpretation? Does 
that mean that we so ask that the election be held 
this year or shall we wait until next year? 

PRESIDENT JENNINGS: It was my idea that 
Dr. Davis’ motion was simply to request the Legis- 
lature to place Dr. Stokes on the Board of Trustees 
when an election is held. We have been advised, as 
he told the House a few moments ago, by Senators 
to leave the matter in their hands and that they 
would attempt to postpone the clection so long as it 
appeared that we might have opposition. 

DR. WILLIAM WESTON, JR. (Columbia): | 
move you, that the matter of our recommendation 
be left to the discretion of the Committee as to 
when it should be presented. Motion seconded. 

PRESIDENT JENNINGS: Gentlemen, there is 
a motion before the House that I neglected to put 
to a vote. The motion is that the report of the 
Legislative Committee be adopted. Vote taken and 
carried, 


PRESIDENT JENNINGS: It has been moved 
and seconded that the request of the House of 
Delegates for the election of Dr. Stokes be left to 
the discretion of the Legislative Committee. Vote 
taken and carried. 

PRESIDENT JENNINGS: Next is the report 
of the Necrology Committee. Dr. C. W. Morrison, 
Chairman. 

SECRETARY HINES: Mr. President, Dr. 
Morrison, Chairman of the Necrology Committee 
couldn’t be here and asked me to make his report, 
but I wish to say, having been a member of the com- 
mittee, that it would appear that at some time in the 
near future we should revise our plan for memoriali- 
zing deceased members of the Association. Just how 
to find the time to do it, I do not know, but most 
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state associations set apart an hour or an evening 
say, to memorializing our deceased brethren. Per- 
sonally, as your Secretary, I should like to see 
some such plan carried out in the future. What 
it amounts to now is that we read these names and 
stand in respectful silence while the names are read. 

Entire membership stands while Dr. Hines reads 
the list of names of deceased members as follows: 

Dr. Ernest S. Cooper, State Park, S. C.; Dr. 
T. M. Dubose, Sr., Columbia, S. C.; Dr. D. S. 
Black, Columbia, S. C.; Dr. J. S. Matthews, Den- 
mark, S. C.; Dr. S. F. Brasington, Camden, S. C.; 
Dr. J. N. Crafton, Edgefield, S. C.; Dr. G. P. 
Neel, Greenwood, S. C.; Dr. Robert Kirksey, Pickens, 
S. C.; Dr. J. A. Cannon, Pickens, S. C.; Dr. C. O. 
Burriss, Sharon, S. C.; Dr. J. B. Townsend, Ander- 
son, S. C.; Dr. M. D. Thompson, Pamplico, S. C.; 
Dr. William P. Shuler, Grover, S. C.; and Dr. J. T. 
Jeter, Santuc, S. C. 

PRESIDENT JENNINGS: Gentlemen, does the 
House of Delegates wish to offer any suggestions 
as to how the deceased members shall be memora- 
lized in the future? 

DR. DES PORTES (Fort Mill): Last year at 
Spartanburg some of us went to the Auxiliary meet- 
ing to see how they did it. I want to say right now 
we take our hats off to them. They got two or 
three nice singers in Spartanburg and listed their 
deceased members and sang a beautiful hymn and 
did some other things. We could get some valuable 
hints from them. Dr. Hines, you were there. They 
made a wonderful impression on me. 

PRESIDENT JENNINGS: Any further discus- 
sion? 

DR. HUGH SMITH (Greenville) : I make a sug- 
gestion that this be referred to the Necrology Com- 
mittee and that they offer some suggestions to 
this House of Delegates at this meeting. Motion 
seconded. 

PRESIDENT JENNINGS: Dr. Smith, the 
present Necrology Committee or the Necrology 
Committee for the coming year? 

DR. SMITH: The committee in active service. 

DR. WILLIAM WESTON, JR. (Columbia): I’d 
like to ask Dr. Smith to amend his motion and that 
the matter be referred to Dr. Des Portes, the Secre- 
tary of the State Medical Association and _ the 
President Elect of this Association to report back 
at this meeting. 

DR. SMITH: I will accept the amendment. 
Amendment seconded, vote taken and carried. 

PRESIDENT JENNINGS: We will now hear 
from the Committee on Maternal Welfare. 

DR. ROBERT E. SEIBELS (Columbia): Mr. 
President, this morning quite early I was awakened 
by a special delivery letter from a member of this 
committee, which read as follows: “Dear Bob: For 
God’s sake, make it short.” So I will endeavor to 
carry out the wishes of the committee. Dr. Seibels 
gave a summary of his report on the MCH Clinics 
as follows: 
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The prenatal clinics under the supervision of the 
Maternal and Child Welfare Division, State Board 
of Health, have been tremendously increased in 
number and are serving more or less adequately a 
large portion of ©ur population. During the past 
year, approximately ten thousand prenatal patients 
have been registered and have come under the super- 
vision of these clinics. The policy of requiring the 
local medical society to request it before a clinic is 
inaugurated is a wise one and has resulted in a 
high degree of cooperation in the conduct of these 
clinics. They have not only provided examinations 
for many patients who in the light of past experience 
would not have had any, but they have permitted 
the physician to send to these clinics patients who 
otherwise would have been a drain on their office 
resources. They have provided prenatal care for the 
patients to be delivered by midwives and have given 
the county health department additional check on 
the midwives themselves. 

It must be clearly recognized that comments by 
the Committee on these clinics must be based on the 
record of those who have died as no other material 
is available to us for examination and comment. 
And, it must be admitted that these fatal cases serve 
as some sort of audit on the work of clinics, so that 
conclusions of value may be drawn from these view- 
points. When we look at the table we have 118 
cases having received care classed as “inadequate” ; 
that is, they have come to the clinic once or twice 
and then no further record is to be found there 
until the death certificate appears. While the Com- 
mittee recognizes that the county health units have 
no police power and cannot be expected to force 
patients to return for examination, the fact that a 
patient did not return is as serious a reflection on 
the conduct of the clinic as it is on the practice of 
a physician when his private patient disappears after 
only one visit. 

The whole business of these clinics must be: 


1. To check up abnormal patients and secure for 
them medical care. 


2. To supervise the normal cases so that ab- 
normalities are recognized early and receive adequate 
treatment 


To record a blood pressure of 170 /110 and a trace 
of albumen has no therapeutic value to the patient 
nor will it make her future care any safer; similarly, 
to find a positive Wassermann and give her one dose 
of Neoarsphenamine and then have the patient dis- 
appear from view has no value in the treatment of 
syphilis. The Committee realizes that dealing with 
people with a lack of health viewpoint is a very 
different problem from dealing with private pa- 
tients who seek the physician’s care. At the same 
time we can only justify a continuance of these 
clinics by the results achieved. Therefore, from the 
analysis made of these fatal cases we are unable to 
find that the prenatal care provided in these clinics 
has lowered the percentage of eclamptics nor material- 
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ly affected the percentage of these cases who did not 
receive adequate prenatal care. 

It has been laid down as a policy for these clinics 
that they are not “treatment clinics” but “diagnostic 
clinics.” We question whether diagnostic clinics 
without the added consideration of treatment will 
accomplish any good purpose other than the ac- 
cumulation of statistics, whose value may be slight 
compared to cost. 

We have long known thet approximately 5% of 
white and 25% of the colored population are in- 
fected with syphilis, so that a similar report from 
prenatal clinics simply confirms this already avail- 
able information. And since it has been established 
during the past five years that more than 40% of 
our fatal cases patients die from albuminuria and 
eclampsia, a high percentage of hypertension and 
albuminuria cases from these clinics serve no better 
purpose than to confirm our knowledge. In a 
word, we find prenatal care in the clinics is on the 
basis that patients are examined when and if, they 
come to the clinic but nothing has been done about 
treating abnormalities early. We have recorded that 
malnutrition, anemia, and carious teeth are pre- 
valent, especially among the colored population, 
but there is a discouraging lack of evidence that 
any thing has been done to correct these defects. 
“To send these abnormal cases to a physician” dodges 
the issue and accomplishes little. Such referred cases 
rarely go to the physician and he does not welcome 
the load of additional non-pay cases for whom he 
must not only give his time and attention but often 
must furnish the medicine. It is like the suggestion 
to eliminate the midwives and have all these pa- 
tients delivered by physicians; such a_ procedure 
would double the number of patients delivered by 
the physician but no provision is made for his com- 
pensation. It is an anomaly long observed that in 
the care of the sick-poor the private physician is 
the only person coming in contact with them who 
is not well paid for his services. In county health 
units the personnel are not only paid salaries but 
they are allowed transportation, furnished offices, 
telephones, heat and light, so that the service they 
offer these people provides them with a more or less 
comfortable living; yet when the eclamptic is re- 
ferred to the physician no compensation other than 
the consciousness of being “a good fellow” is pro- 
vided ior him. 

In order to arrive at some estimate of what com- 
pensation for obstetrical work is received in the 
rural areas a member of this Association kept care- 
ful record of all fees received from obstetrical pa- 
tients for one year. In this time he delivered 116 
patients with an average intake of $5.60 per patient. 
When we deduct from this the cost of material he 
furnished we find that his average “profit” was less 
than $5.00 per patient. When we ask him to furnish 
care and medicine for additional patients with com- 
plications we can very quickly make the practice of 
obstetrics a financial liability as well as a physical 
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burden It must be clearly borne in mind that the 
care of the sick-poor in the rural areas is an en- 
tirely different story from the care of these patients 
in a hospital; in the rural areas the physician must 
travel over poor roads in bad weather and work 
among unsanitary conditions, out of touch with his 
office and home and then take the blame when the 
case goes bad. It is small wonder that he is resentful 
of criticism of his work and irritated by the ob- 
servations that the paid workers in the county health 
units tend to deprecate his lack of interest. We 
wonder how long his enthusiasm and _ willingness 
thus to be made a beast of burden and a scape-goat 
will continue. 

We feel that instead of enlarging the amount of 
ineffective prenatal care to an increasing number of 
people it would be more to the point to render a 
better service to the abnormal patient. We recom- 
mend that the policy be instituted to compensate the 
physician not only for rendering prenatal care in the 
clinic but for giving obstetrical care in the home. 
A method to provide this service is suggested; let 
the physician conducting the prenatal clinic have as 
his responsibility those patients not under the care 
of a physician who are examined at the clinic by 
him and when a physician's services are required for 
that patient, let him be called and be allowed mileage 
for his visits, and be furnished with a nurse for 
the delivery and a fee of say $10 for his ‘nedical 
services at the delivery. This compensation would 
not be sufficient, it is admitted, to make it as at- 
tractive perhaps as private practice, but at least 
it would discontinue the making of these services 
a drain on the physician. Such a policy might require 
a rebudgeting of funds and rearrangement of certain 
clinical facilities but the Committee is advocating 
adequate service to those in acute need of it and 
fair compensation to the physician for rendering it, 
rather than inadequate service to more with the 
ultimate discouragement of the cooperation of the 
physician by continuing the present program of 
questionable value. Treatment of serious abnormali- 
ties discovered in the clinic should take precedence 
over increasing the number of patients seen. The 
administration of iron to severe anemias is much 
more important than recording the prevalence of 
anemia in a larger number of patients and since 
this is such a frequent precursor of both toxemia 
and hemorrhage its appropriate treatment is fully 
indicated. 

A number of apparent difficulties are more ap- 
parent than real and could be worked out. “Free 
choice of a physician” is guaranteed under our 
system of medical practice and need not be jeopar- 
dized under this set up. Let the county health officer 
present the plan to the local medical society and 
secure the names of all physicians willing to serve 
in the clinics and undertake the care of such ab- 
normal cases as come under the county health 
unit’s supervision. 

It has been noted in the majority of cases that 
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the physician marked on the clinic sheet as_ the 
“patient’s preferance” is the physician conducting 
the clinic. The patient developing abnormalities dur- 
ing the service of that physician would be referred 
to him and if the patient preferred another physician 
on the list of those willing to serve that could be 
readily worked out without any great excitement. 
There would probably be in each county an insuf- 
ficient number of these cases to work a hardship on 
any one physician if they were fairly distributed, 
nor would the compensation be sufficient to tempt 
any physician to seek more than his quota. 

Notation of service of the clinician is essential 
for every reason. It relieves the willing worker of 
a burden and provides a larger number of clinicians 
with wide experience and increases the public health 
viewpoint of the physician. 

The furnishing of an obstetrical package for de- 
liveries of the sick-poor under the care of the county 
health department is an urgent necessity. It will not 
only serve to reduce the danger of infection but 
again will prevent a drain on the philanthropy of 
the physician. 

Care will have to be exercised that all these ser- 
vices be not abused by those able to pay but it is 
similar to the care that must be exercised in re- 
lationship to other activities, such as the administra- 
tion of anti-syphilitic treatment. 

The Committee on Maternal Welfare recommends 
that the House of Delegates pass a_ resolution 
authorizing the Executive Committee of the State 
Board of Health to make the necessary rules and 
regulations and to secure the funds io: 

1. Permit the treatment of abnormalities in the 
prenatal clinics. 

2. To pay private physicians for the obstetrical 
care of abnormal indigent obstetrical cases referred 
to them by the county health officer. 

PRESIDENT JENNINGS: You have heard the 
report of the Maternal Welfare Committee which 
embodied two definite recommendations. The first 
is that the House of Delegates pass a resolution that 
prenatal clinics be permitted to treat conditions 
arising during pregnancy; and the second that the 
Executive Committee of the State Board of Health 
pay private physicians for obstetrical care of ab- 
normal indigent obstetrical cases referred to them 
by the county health officer. What shall we do with 
this report? 

DR. HUGH SMITH (Greenville): I would like 
very much to compliment this society on some of 
the best work that I think any State Association 
has done in a number of years. I rise to congratu- 
late Dr. Seibels and his committee for five successive 
years of brilliant work. Statistics speak for them- 
selves. While | am on my feet, | want to express 
my appreciation for the work that Dr. Davis has 
done. I did not rise when he offered his report. We 
have been indebted for many years to Dr. Hines 
for his tireless cooperation. It seems to me for the 
last five years we have had two other men within 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


this Association whose work stands out equally as 
happily for us—Dr. Davis and his committee and 
Dr. Seibels and his committee. I want to not only 
congratulate and commend the committees but to 
congratulate the Association on the work that the 
committees have done. I have had the pleasure of 
reading Dr. Seibels committee report. I’d like to 
have one minute to emphasize one or two points for 
your consideration. It has been laid down as a 
policy that the clinics are not for treatment but 
are diagnostic. We question whether diagnosis with- 
out treatment will accomplish any good other than 
accumulation of data, which is slight compared to 
the cost. One other thing and that is “it is an 
anomaly long observed that in the care of the sick 
poor the private physician is the only person coming 
in contact with them who is not well paid for his 
services. In the county health units the personnel 
are not only paid salaries but they are allowed 
transportation, furnished offices, telephones, heat 
and light, so that the service they offer these people 
provides them with a more or less comfortable liv- 
ing; yet when the eclamptic is referred to the 
physician no compensation other than the conscious- 
ness of being ‘a good fellow’ is provided for him.” 
I read that because I wanted to emphasize the fact 
that in asking for an enabling motion, Dr. Seibels 
and his committee are endeavoring to carry on to 
the ultimate the quality of work that these diagnostic 
clinics could do and to further reduce the statistical 
record and save many lives by offering to this 
Association a means whereby if this can be worked 
out through the Executive Committee, the private 
practitioner who will continue doing this work, 
can perhaps obtain a remuneration for the expense 
he has incurred in this type of work. I wish Dr. 
Seibels could have read his report in full. I would 
like very much to make a motion that we concur 
in the recommendations that this committee has 
offered. 

DR. W. L. PRESSLY (Due West): I would like 
to say one word on the work of these prenatal 
clinics. (Applause) I am deeply interested in our 
section of the state and certainly the health units 
offer and give you efficient and painstaking service ; 
that is, they relieve us of a great deal of the burden 
of looking out after these cases and they have been 
most helpful and it has always been a great pleasure 
to me to render what assistance I could to the 
health unit and also to the midwives. [ don’t think 
there is a greater thrill than for a doctor to get 
out at night and go somewhere to help a midwife 
out of trouble. | don’t think a midwife would look 
upon the Saviour with greater appreciation than the 
doctor who comes to help her out of trouble. I 
don’t know about the advisability of this. I have 
thought about it. In connection with the remuneration 
for the doctor—I can just tell you my personal 
experience—in these cases ] have been able—and I 
have been glad to help when I could—in the main 
1 have been able to collect in emergencies. I do 
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want to commend Dr. Seibels and his committee. 
I hope they will continue their good work through 
the years because I know it is of inestimable value 
to a rough and tumble country practice. I don't 
know of anything that has added more to the health 
of the people, the indigent sick, than prenatal care. 
I want to commend Dr. Seibels for his fine work. 
DR. WALLACE: One thing I’d like to suggest, 
while it doesn’t solve the problem, yet I think it 
is quite an asset and that is the liberalizing of hos- 
pital facilities for the indigent. I don’t believe that 
has been mentioned. I think if there is any one 
thing in our section of the state that has done more 
to save lives than anything else in an emergency, 
that is it. I am sure most of us will much prefer 
to take obstetrical cases in a hospital with all the 
facilities a hospital offers than to go fifteen or 
twenty miles into the country and deliver a patient 
under the most adverse circumstances. I think it is 
a great deal more satisfactory in the work and I 
believe most doctors, if given a hospital, would 
much prefer to do the work gratis than take a 
patient under circumstances as they are called upon 
to render and get a small fee. I hope wherever 
possible hospitals will work for a fund to take care 
of indigent patients and especially the indigent ob- 
stetrical patients. 
PRESIDENT JENNINGS: Gentlemen, is there 
any further discussion on this committee report? 
DR. A. W. I; UMPIIRIES: Mr. Chairman, | want 
to say that in Kershaw County we have enjoyed 
the work of Dr. Seibels’ committee, but we don't 
think it would be proper for the Health Directors 
in these clinics to try to see all the cases that need 
attention, medical or otherwise, based on this fact— 
Kershaw County is small but we have three clinics, 
two twenty miles from my office and one twelve. 
Maternal hygiene clinic is only one phase of public 
health activity. It gives them just once a month to 
see a patient. You know that would not be adequate 
medical care. Up to this point we have been ex- 
ceedingly fortunate in having doctors agree to 
take on indigent cases gratis, because in the respective 
territory they know the people and conditions under 
which they live and they have never failed to co- 
operate. I still feel that under those conditions the 
patient would get better care from the physician in 
that territory than from the health officer holding 
the clinic. Now, for the deliveries in our county, we 
have a county hospital that takes care of emergency 
indigent cases. We realize that some counties do 
not have that. Usually there is some provision made 
for hospitalization in an adjacent county. | still 
think an emergency fund for hospitalization where 
you haven’t it would be a better solution to the 
problem instead of treating them in these clinics. 
DR. J. R. YOUNG (Anderson): I also am proud 
of the reduction of the mortality rate in infants and 
proud of the work this committee has done. The 
specific recommendation the doctor made, I think, 
has a little dynamite in it. It is proposing that the 
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County Health agent call on this or that doctor 
to deliver this or that obstetrical patient. Now where 
would the line be drawn? What kind of cases will 
the county health agent call on various doctors to 
deliver? What case is indigent? Who is going to 
pay the bill? I am certainly not opposing it, but I can 
see some dynamite in the suggestion. I think we 
ought to realize that there are some possible com- 
plications in carrying this thing out in a practical 
way. 

DR.. E. T. KELLEY (Kingstree): Mr. President: 
The State is going beautifully. Before Williamsburg 
had a health unit we gave them space, nurse and 
helped handle the patients. Of course since then 
they have organized. The statistics are very good 
indeed. We are proud of them but I am afraid of 
some dynamite, too. I believe we should consider 
it carefully. 

DR. JULIAN PRICE (Florence): I move that 
the report be received as information and that the 
recommendations be referred to the Reference Com- 
mittee to be referred back. Motion seconded. 

PRESIDENT JENNINGS: You have heard the 
motion which has been seconded. Dr. Smith’s motion 
was not seconded. I beg your pardon. Dr. Johnson 
seconded Dr. Smith’s motion. 

DR. SEIBELS: May I have a word. Several 
questions have been brought up that I am sure are 
my fault. I did not make it clear what the com- 
mittee is asking for. They are asking for an enabling 
resolution, not a directing one. We asked for an 
enabling resolution that would permit prenatal clinics, 
where they had facilities, money or drugs to treat 
these patients when they recognized that they needed 
treatment. If one comes to a prenatal clinic with 
a positive Wassermann, you have already permitted 
us to treat her for syphilis. It seems unfair to say 
to this woman, “You are not syphilitic, we can not 
treat you.” She has anemia, she hasn’t got syphilis. 
We can give Neo Salvarsan. We can’t give iron. 
We asked you to permit us when we can to treat 
abnormalities when they come in. Second, provided 
we can get some funds and | don't know that we 
can, but if we can, that abnormal cases who have 
no physician and no funds, that we can pay a 
physician to go into the country and deliver her in- 
stead of imposing on his good nature and saying, 
“Won't you go down and the only reward is feeling 
good about it.” I wish we could get a hospital fund 
in South Carolina. Unfortunately the hospitals in 
South Carolina have not chosen to comply with the 
Children’s Bureau. The Children’s Bureau has money 
to give to the hospitals in South Carolina and they 
say they don’t want it. As soon as they comply with 
the Children’s Bureau, they can get the funds. Your 
committee has no way of making hospitals comply 
with the regulations. This is simply an enab‘ing 
resolution. If the hospitals in Dr. Wallace’s com- 
munity comply with the Children’s Bureau, we can 
get funds. Unless the hospitals comply with the 
Children’s Bureau we can’t get the funds. We can 
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not direct such patients to such hospitals and ask 
the Children’: Bureau for funds. This is simply an 


enabling re olution so that if and when we can 
get the funds, we can do this work. 
DR. HERBERT BLAKE (Anderson): I have 


always had a phobia for the words, “being a sucker.” 
I know a lot of times we say we will take something 
off your hands. | think it is a good rule when people 
say that to be careful. There is something behind it 
in a lot of cases. The point I want to make about 
this is, | made a point to check up on so-called clinic 
charity patients. | have come in contact with a num- 
ber that had the-money under the pillow and had 
others paid in advance but later returned to the 
charity clinic. In regard to treating syphilis and 
anemia, | think one point of distinction might be 
made, we might consider syphilis contagious, where- 
as we wouldn't be so afraid of catching anemia. 
Oftentimes these charity patients, if you will check 
up on them, do actually have the money. Personally, 
| have found a lot of those cases. | think before we 
go into a motion of this kind too much we should 
investigate who is charity. I just wanted to mention 
that. 

PRESIDENT JENNINGS: Is there any further 
discussion? If not, are you ready for the motion 
of Dr. Smith? 

DR. JACK PARKER: Could I be allowed to 
find out just what has happened and what we can 
discuss ? 

PRESIDENT JENNINGS: The Chair was under 
the impression that Dr. Johnson seconded Dr. 
Smith’s motion. Dr. Johnson, did you or did you 
not second Dr. Smith’s motion? 

DR. JOHNSON: I seconded Dr. Price’s motion. 

PRESIDENT JENNINGS: The motion before 
the House is Dr. Price’s motion. 

DR. HAYNE: Mr. President, of course I don’t 
understand how we can discuss a motion that wasn't 
seconded for the last hour. 

PRESIDENT JENNINGS: I beg your pardon. 
You are discussing the committee report. 

DR. HAYNE: I beg your pardon. I stand cor- 
rected. The one thing I see about this thing is that 
we have gone this far. We have taken indigent per- 
sons. Now indigent persons means persons who 
can’t pay. People who can pay are not indigent. 
We have taken people who can’t pay and carried 
them to a clinic and we have made a diagnosis that 
they have anemia, high blood pressure and what not 
and stop. We tell them to go and see a physician 
and they haven’t got any phyisician or they don’t 
go there because there is one doctor in South Caro- 
lina to every 1400 people and most of those doctors 
are in the cities and not in the country and conse- 
quently in the country there is one doctor to every 
three or four thousand people. Consequently these 
people don’t see a physician. If they are so fortunate 
as to get to a physician and engage his attention and 
get him to do something for this person they can’t 
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pay him for it. The person has had a choice of 
physician. Nobody tells them to whom they can go. 
They can go to the person they want to. When they 
zo and that person renders service they get pay 
for it. My experience in this world is that you don’t 
do things unless you are paid for them. When you 
talk about altruism in the medical profession, you 
are referring back to the doctors of fifty years ago. 
They were altruistic. | won’t say anything about the 
physicians of the present day. 

DR. WILLIAM WESTON, SR.: I dislike very 
much to take issue with the distinguished Secretary 
of the State Board of Health. I am convinced today 
that the physicians are just as altruistic as ever. 
Within my observation there is not one man in one 
thousand that refuses to treat any case because they 
haven't means. It seems to me as if the Health Of- 
ficers are discussing the recommendation 
made by the committee and the more I hear it dis- 
cussed, the more [ think it sounds like Dr. Price’s 
motion and | hope it will prevail. 

DR. SMITH: I'd like to rise again. I am in favor 
of Dr. Price’s motion myself. I have received Dr. 
Seibels report in detail. I believe the Reference 
Committee should be allowed te read the report 
in detail and there would be no further question. 
1 withdraw my motion and second Dr. Price’s motion. 

PRESIDENT JENNINGS: Gentlemen, is there 
any further discussion? If not, we will vote on Dr. 
Price’s motion that the matter be referred to the 
Reference Committee for report this evening. All 
in favor, let it be know by saying “Aye.” Opposed 
“No.” The “Ayes” have it and it is so ordered. 

DR. PRICE: Dr. McIntosh, as Chairman of the 
Reference Committee, will you notify the House 
where and when you will meet. Meetings announced 
to be immediately following the adjournment of 
the House of Delegates. 

Dr. F. E. Kredel reported for the Committee on 
Control of Cancer. Upon motion of Dr. Wallace, 
duly seconded, vote taken and carried to adopt the 
report as read. 

PRESIDENT JENNINGS: I skipped uninten- 
tionally one of the committee reports. We will go 
back and have the report on Public Health and 
Instruction Committee. 


DR. H. GRADY CALLISON (Columbia): Mr. 
President and Gentlemen of the House of Delegates; 
The subject assigned to this committee has been so 
admirably covered in previous discussions, especially 
the one presented by Secretary Hines and Dr. Hayne, 
I think it would be a matter of repetition if I read 
the paper I have prepared, so with your permission 
I would like to read it by title and turn it over to 
the Secretary. 

Report on Study and Control of Syphilis called 
for but Dr. Boone was not present. 

Dr. William Weston, Jr. reported for the com- 
mittee on Public Relations. 

PRESIDENT JENNINGS: Gentlemen. you have 
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heard the report of the Public Relations Committee, 
which embodied a request that this committee be 
continued. What is your pleasure? 


DR. ROBERT WILSON: Mr. President, I move 
that the request be granted that the committee be 
continued, 


DR. J. R. YOUNG: I think this is a very happy 
thought for the committee to be continued and | 
think the personnel should be continued for some 
time so as to work out the policies of the Asso- 
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ciation with the approval of the Association. I 
think it has wonderful possibilities. I think it should 
be continued and that the personnel should remain 
the same. 

PRESIDENT JENNINGS: Dr. Young, the per- 
sonnel is left with the President but since he is on 
the committee, | imagine he will only supplant him- 
self. Vote taken and carried. 

Session adjourned at 6:00 P. M. to reconvene at 
8:30 P. M. 

(to be continued) 


July 11, 1940 

“Osler at Old Blockley” a painting in oil 
by Dean Cornwell, was unveiled at the dedi- 
cation of the Osler Memorial Building on the 
grounds of the Philadelphia General Hospital 
this past June and was later exhibited at the 
American Medical Association convention in 
New York. 

The painting depicts one of Osler’s out- 
standing contributions to medicine, namely, 
bringing medical students to the bedside of the 
patient for clinical study. In the painting Osler 
is shown at the side of an elderly patient on 
the hospital grounds. Surrounding Osler and 
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the patient are internes who have stopped 
with him as they were on their way to the 
autopsy house to observe one of his famous 
post mortems. This autopsy house, now the 
only Osler Memorial Building in the United 
States, is shown in the background. This 
memorial was made possible by a grant from 


John Wyeth & Brother. 

“Osler at Old Blockley” is the second paint- 
ing in the series “Pioneers of American Medi- 
cine” sponsored by John Wyeth & Brother 
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as part of a project to highlight the contribu- 
tions of Americans to the advancement of 
medicine. ‘Beaumont and St. Martin” was the 
first painting in the series. 

Colored reproductions of “Osler at Old 
Blockley,” suitable for framing may be ob- 
tained free by addressing requests to John 
Wyeth & Brother, 1600 Arch Street, Phila- 
delphia, Pa. Prints will be sent from Phila- 
delphia. 


NEWS ITEMS 


The date for the ninety-third annual meet- 
ing of the South Carolina Medical Association 
in Greenville has been fixed for April 15, 16, 
17, 1941. In this connection the entire mem- 
bership of the Association will be gratified to 
learn that President W. L. Pressly has just 
returned from Boston where he visited per- 
sonally Dr. Frank H. Lahey, President Elect 
Medical 


secured the promise of Dr. Lahey to be a 


of the American Association, and 


guest speaker at the Greenville meeting. 


The Journal has received information that 
a good opening for one or two young physi- 
cians exists in one of the smaller towns in 
the Piedmont section of South Carolina, De- 
tails may be had from the Journal office. 


The opportunity to receive a colored re- 
production of Osler at Old Blockley suitable 
for framing is being offered to the physicians 
of South Carolina as noted elsewhere in this 
issue of the Journal. It is hoped that many 
members of the Association will accept this 
offer. 
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